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An annual Receriification survey and complaint
investigation (# TN-31550, #TN-31385, and
H#TN-31543) was completed on May 8, 2013, at
Brakebill Nursing Home. Deficiencies were cited
under 42 CFR Part 483, Requirements for Long
Term Care, related to the annual Recertification (/é /21
survey and complaint # TN -31543.

F 272 1483.20(b)1) COMPREHENSIVE F272| : F272

ss=p | ASSESSMENTS | 1t is the practice of Brakebiil Nursing and Rehabilitation

| Center to conduct initially and periodically
The facility must conduct initially and periodically : a comprehensive, accurate, standardized, reproducible
a comprehensive, accurate, standardized 1 assessment of each resident’s functional capacity.
reproducible assessment of each resident's |

functional capacity. l
' Carrective Action:
A facility must make a comprehensive i
assessment of a resident's needs, using the ! For resident # 77, a comprehensive
resident assessment instrument {RAl} specified ' assessment was completed by MDS
by the State. T_he assessment must include at " Coordinator on 5/3/2013 with a significant
‘eaSt.thB fF)HOWII"IQ: - . change update on 5/9/2013.
tdentification and demographic information;
Custarmary routine;
| gﬁ%‘;‘:ﬁigsétsrz?s‘ _ Identii?catinn of other r:esidents having the
Vision; . potential to be afiected:
Mood and behavior patierns; . . . S
Psychosocial well-being; All .remdents in th'e facility were identified as _
Physicai,functioning and structural problems; having the potential to be affected by not iraving
Continence;

a periodiealiy, comprehensive, aceurate, standardized,
reproducible assessment. Residents identified on review
by MDS Ceordinator for updated assessments were
completed and are now current.

Disease diagnosis and health conditions,
: Dental and nuiritional status;
Skin conditions:
Activity pursuit;
Medications:
Special freatments and procedures,
Discharge potential;
'! Documentation of summary information regarding

Measures to be put in place and systemic
changes:

LABORATO’RY DIRECTOR'S OR PROVIDER/SUPPLY ﬁ«ESENT&TNE'S SlGNRTURE///! . TITL ) (X6} DATE
v L v -
/ M{/ﬁ P /M g < '//734)5616"/4/9

, fé// L

A
Any deficency statement ending wilth an astefisk (*) denoles a defisiency which the institulion may be excused from carrecting providing It is defermined thal
olner safeguards provide sufficient protection lo the palients. (See inslruclions,) Except for nursing homes, the findings staied above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of corraction are disclosable 14
days followlng the date these documents are made availabie lo the facllity. | deficiencies are clied, an approved plan ol correction is requisile to continued
pragram parlicipation.
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the additional assessment performed on ihe care MDS Courdinator will maintain a monthly
areas triggered by the completion of the Minimum schedule of all residents whe are due their
Dala Set (MDS); and periodic updates. An additional fuil time
chumentation of participation in assessment. MDS coordinator, previously part-time, has
been added cffective April 23,2013 and
assigned to the MDS offiec to meet the
assessment schedules for each resident. In
addition, a contract MDS cooerdinator,
previously utilized since March, 2013, has
_alse been extended to ensure all indicated
3 ] . assessments are completed and are timely.
E;‘:S REQUIREMENT is not met as evidenced Progress will be reported on an ongoing
Based on medical record review and interview dnllylbams in morning sdmission review
the faciity falied to complete a comprehensive mecting.
assessment for one resident (#77) of sixty-four
residents reviswed.
The findings included: Monitoring of corrective actions:
Resident #77 was admitied to the facility on ~ Menitering of corrections will be a
March 17, 2011, with diagnoses including Aduit _ continued, ongoing program utilizing MIDS
Failure to Thrive, Alzheimer's Disease, Dementia supervisor and MDS coordinators. MDS
Congestive Heart Failure, and Atriai Fibrillation. , . Supervisor will verify assessment schedules
! and accuracy of the coordinators by direct
Medical record review of the Minimum Data Set observation and chart review in accordance
(MDS) revealed the iast assessment was . to MDS reguirements and assessment
compileted on December 7, 2012. Further review | schedule. In addition, the Director of
revealed the facility failed to complete the ! Nursing and Administrator will also
comprehensive assessment for March 2013, . determine compliance during daily morning
. ! meeting and will also utilize direct
Interwew on _Ma}" 1, 2013, at 8:50 a.m., in the " observation and chart review samplings. Al
MDS. office with MDS Registered Nurse (RN) #2 residents will also be reassessed upon a
nggggﬁjtﬁe Mareh 2013 MDS had not been noted decline in ADLs, signif;lcant change
. in mental or physical status, the occurrence
F ZES iaE:izo(b)(z)(“l) COMPREHENSIVE ASSESS AT F 275 of an incidcnlt), :r if hospitalization is
§S=D ST EVERY 12 MONTHS required to address their condition. In
addition to reporting MDs and care plan
|
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A facility must conduct a comprehensive
assessment of a resident nat less than once
avery 12 months,

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interview,
the facility failed to compleie a comprehensive
assessmeant within 386 days of the priar
comprehensive assessment for two (#77, #65) of
sixty-four residents reviewed.

The findings included;

Resident #77 was admitted to the facility on
March 17, 2011, with diagnoses including Adult
Failure to Thrive, Alzheimer's Disease, Dementia,
Congestive Heart Failure, and Atrial Fibrillation.

Medical record review of the Minimum Data Set
{(MDS) revealed the last comprehensive
assessment was dated March 14, 2012, Further
review revealed the facility failed to complete the
comprehensive assessment for March 2013.

interview on May 1, 2013, at 8:50 a.m., in the
MDS office with MDS Regisiered Nurse (RN) #2,
confirmed the facility failed to compiete the
comprehensive assessment due in March 2013.

Resident #65 was admitted fo the facility on Juty
3, 2008, with diagnoses including Senile
dementia with delirium, Ariericsclerosis,

cardiovascular Disease, Hyperlipidemia,
| Pt:llmonary Fibrosis, Hypertension, Delusion
i Disorder, Anxiety, and Convulsions.

|
i

FORM CM5.2567(02-98) Previous Varsions Obsolele

Event ID: ECUMY

Faclity |D: TNATO2

meeting, compitance will also be reviewed as
nn agenda item monthly as a part of the
QA/QI process. This process will occur on

an ongoing daily and monthiy basis.

4l

F 275

Brakebill Nursing and Rehnbilitation
Center ensures that the facility conducts a
comprehensive assessment of a resident not
less than once every 12 months

Corrective Action:

Resident ¥ 77 has received a comprehensive
assessment as required.

Assessment compieted 5/17/2013 by MDS
Coordinator on 5/3/2013.

Resident # 65 has received a comprehensive
assessment as required. Assessment
completed 3/17/2013 by MDS Coordinator
on 5/2/2013.

Identification of other residents having the
potentiat to be affected:

Record review by MDS coordinator and
DON confirmed that only the residents
identified were affected.

il continualion sheet Page 30l 5
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38=D

LEAST EVERY 3 MONTHS

A facility must assess a resident using the
quarterly review instrument specified by the State

and approved by CMS not less frequently than
cnce every 3 months,

This REQUIREMENT is not met as evidenced
by: : .

Based on medical record review and inferview,
the facility failed to complete quarterly Minimum
Data Set (MDS) assessments within the required
three monih time frame for two residents (#14,
#102) of sixty-four residents reviewed.

The findings included;

Resident #14 was admitted to the facility on
January 14, 2004, with diagnoses including
Osteoarthritis, Chronic Ischemic Heart Disease,

Full Incontinence, Hypertension, and History of
Fall.

FORM CMS-2567(02-99) Previous Verstons Obsolele

Evenl ID:ECUMT

Fa
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F 275 | Continued From page 3 F275 Measures to be put in plnace and systemic
Medical record review of the Minimum Daia Set changes:
(MDS) revealed the last comprehensive
assessment was dated March 22, 2012. Further
review revealed the facility failed to complete the MDS Coordinater will maintain a monthly
comprehensive assessment for March 2013, schedule of all residents who nre due their
. . periodic updates. An additional fufl time
'mterv'.e\n:r on May 8! 2013, at 1:35‘p.m., in the M DS coordinator, previously part-time, has
MDS office with MDS RN #1 confirmed the been added effective April 23, 2013 and
Tacility faited fo com plete the comprehensive assigned to the MDS office to meet the
assessment due in March 2013, assessment schedules for each resident. In
additien, a contract MDS coordinator,
previously utilized since March, 2013, has
F 276 | 483.20(c) QUARTERLY ASSESSMENT AT Fo7p| oo been extended to ensure all indieated

assessments are completed and are timely.

Monitoring of corvective actions:

Monitoring of corrections will be a
confinued, ongoing program utilizing MDS
supervisor and MDS coordinators. MDS
Supervisor will verify assessment schedules
and accuracy of the coordinators by direct
observation and chart review in accordance
to MDS requirements and assessment
schedule. In addition, the Director of
Nursing and Administrator will also
determine compliance during daily morning
meeting and wili also utilize dircct
observation 2nd chart review samplings. All
resitdicnts will also be reassessed upon a
noted decline in ADL's, significant change
in mental or physical status, the occurrence
of an incident, or if hospitalization is
required to address their condifion. In
addition to review during the dnily morning
admission meefing, compliance will also be
reviewed monthly as an engeing monthly
rgenda item as n part of the QA/QI process
beginning 6/1/2011 3.
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F 276 | Continued From page 4 _ £ 276 c{/{?//l_?
Medical recard review of the resident's MDS Brakebill Nursing and Rehabilitation
revealed, the last quarierly MD'S assessment was Center will ensure that the facility will
compieted on December 10, 2012, and the next access a resident using the quarterly review
guarterly MDS assessment was due on March instrument specified by the State and
10, 2013. approved by CMS not less frequently than
once every 3 months.
Interview with the MDS coordinator #2, on May 1,
2013, at 11:10 a.m., in the MDS office, confirmed o
Lheee?23:‘:11p?giaerée;irl:ﬁllwfpsri|3285582ngth had not Corrective action that will be accomplished
’ ' for those residents found to have been
Igesident #1}?% was admitted fo the facility on April i affected:
, 2012, with diagnoses including Con i ' ; i
Heart Failure, Hs?pertension, Dia%etes?\:’la:lt\}i\éﬁs ._ Resident #14: No opportenity ‘to retro .
Type 2, Demenﬁa', Psychotic Disorder, and ; correct assessment date as resident r.ecewed
Depression. a quarterly MDS assessment on Aprif 25,
, _ 2013,
Medical record review of the resident's last E
guarterly MDS assessment was compieted on i Resident # 102: No opportunity to retro
January 7, 2013, and the next quarterly MDS correct assessment date as resident received
assessment was due on April 7, 2013, . aquarterly MDS assessment on May 10,
{2013
Interview with the MDS Coordinator #1 on May 7,
2013, at 1:17 p.m., in the MDS office, confirmed . Identification of other residents having the
the quarterly MDS had not been completed timely ‘- potential to be affected:
as required, . }
F 2781 483.20{g) - (j) ASSESSMENT Fo7g|  Allresidents in the facility were identified as
55=D | ACCURACY/COORDINATION/CERTIFIED having the potential to be affected by not having
a periodically, comprehensive, accurate, standardized,
The assessment must accurately reflect the reproducibie assessment. Residents identified on review
resident's status. by MDS Coordinator for updated assessments were
completed by May 31,2013 and are now current.
Aregistered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals,
Measures to be put in place and systemic
Aregistered nurse must sign and certify that the changes:
L i assessment is completed.
FORM CMS-2567{02-99) Previous Versions Obsolele Event ID: ECUM11 £ MDS Coordinator will maintain a menthly

. schedule of all residents who are due their

hofh
periedic updates, An additional full time

MDS coordinator, previously part-time, has

been added cffective April 23,2013 and

assigned to the MDS office to meet the

assessment schedules for each resident. In

addition, a contract MDS coordinator,
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Each individual who completes a portion of the
that portion of the assessmeni.

willfuliy and knowingly certifies a material and
false statement in a resident assessment is

to certify a material and false statement in a

penalty of not more than $5,000 for sach
assessment.

Clinical disagreement does not constitute a
maierial and false statement.

This REQUIREMENT is not met as evidenced
by’

an accurate assessment by staff whe are
qualified to assess reievant care areas and
knowiedgeable about the resident's status,

residents (#72, #210, and #123) of sixiy four
residenis reviewed,

The findings included:

Resident #72 was admitled to the facility on
December 10, 2012, with diagnoses including

Dysphagia, and Pneumonia.

assessment must sign and certify the accuracy of
Under Medicare and Medicaid, an individual who

subject fo a civil maney penaity of not more than
$1 ,000 for each assessment; or an individual who
willfully and knowingly causes another individua!

resident assessment is subject to a civil money

Based on medical record review and interview,
the facility failed 1o assure each resident receives

needs, strengths, and areas of decline for three

Advanced Alzheimer's Dementia, Osteoarthrifis,

KNOXVILLE, TN 37919
(41D SUMMARY STATEMENT OF DEFICIENCIES [ PROVIDER'S P
LAN OF CORRECT
PREEX é‘ég%?g%:?{%“cf MUST BE PRECEDED BY FLLL PREFIX (EACH CORRECTIVE AGTION SHOUEJDNBE . OOML):.SE]TDN
TAG R L5C IDENTIFYING INFORMATION) TAG CROSS.REFERENGED 70 THE APPROPRIATE e
DEFIGIENGY) ’
F 278 | Continued From page 5 £ 078 previously utilized since March, 2013, has

also been extended to ensure all indicated
. assessments are completed and are timely.

Monitoring of corvective actions:

Maonitoring of corrections will be a
continued, ongoing program utilizing MDS
supervisor and MDS coordinators. MDS
Supervisor will verify assessment schedules
and accuracy of the coordinators by direct
observation and chart review in accordance
t to MDS requirements and assessment
if schedule. In addition, the Director of
Nursing and Administrator will alse
. determine compliance during daily morning
I”  meeting and will also utilize direct
ohservation and chart review samplings, All
residents will aiso be reassessed upon a
noted decline in ADL’s, significant change
i in mental or physical status, the occurrence
of an incident, or if hospitalization is
required to address their condition. In
addition to review during the morning
admission meeting, compliance will also be
reviewed as an ongeing agenda item
monthly as a part of the QA/QF process.

é’Z?f/Li

¥ 278

Braliehill Nursing and Rehnbilitation
Center believes that the assessment must
accurately reflect the resident’s status,

Corrective action that will be accomplished

FORM CMS-2667{02-89) Previous Verslons Obsoleie

Evanl ID: ECUM11

for those residents found to have been
affected:

Fal Page 6of

Resident # 72 as identified in the summary
was reassessed by licensed nurse and the




LEFART MENT O HEALIH ANL HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

L AT R wd W Vo T E Y P U I |

FORM CMS-2567(02-98) Previous Versions Obgolete

Event 10: ECUMT1

Facliit, .—. vyvurue

FORM APPROVED
. - OMB NO. 0938-0391
STATEMENT OF DEFICIENGIES (X1} PROVIDER/SUPP .
AND PLAN OF GORRECTION IDENTIFIGATION NubER. (2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
: A, BUILDING ' COMELETED
445114 B. WING
NAME OF PROVIDER OR SUPPLIER 05/08/2013
STREET ADDRESS, CITY, STATE, ZIP CODE
BRAKEBILL NURSING HOME INC. 5B37 LYONS VIEW PIKE
KNOXVILLE, TN 37819
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DEFICIENGY)
F 278 | Continued From page 6 F 278 MDS was co_rructed antl coded correctiy by
Medical record review of the quarterly Minimum MDS Coordinator on 42472015
Data Set (MDS) daied March 9, 2013, revealed
t . ! ! ' Resident # 12 li d
...Loss of 5%‘ or more in the lasl month or loss of e d tlh Bn;vgssmssesse.d l:yll;)c“sc
10% or more in last 6 months...{coded as 3 1) purse and He was coryectet .
Yes, on physician-presaribed weight-loss accurately reftect the status of the services
regimen..." received by the resident by MDS
Coordinator 4/19; 4/30 and 5/29/2013..
Medical record review of the Nutrition Risk ,
Assessment dated December 17, 2012, revealed Resident # 210: M DS assessment was
"...Wi. {weight) (Ib.) (pounds} 157...IBW (Ideal ' corrected by MDS coordinator to reflect the
Body Weight) usual 90-110...Diet order resident’s accurate weights. Residents
puree...Overall Risk Category: High..." weight loss was reviewed by weight loss
gory. Rign.., g
team and necessary recommendations and
Medical record review of the appetite/supplement interventions were initiated on 5/29/2013.
form revealed the resident weighed 157 pounds
in December, 2012, and 138.9 pounds in March,
2013. {11.46% weight |0$S in 3 months) Identification of other residents having the
. . . potential to be affected:
Interview on April 30, 2013, at 8:20 a.m., with
Regf',Stered NUI‘SBIMDS #1, in the training room, Record review by MDS coordinator and
con *mi‘tfd the resident was riot on & physician DON/ADON confirmed that only the
prescril ed weight ioss regimen and the MDS was residents identified were affected.
coded inaccurately,
Resident #123 was admitied to the facili
ity on t tin pt d systemic
Novembe_r 15, 2012, with diagnoses including :::15“;5 0 be put in place and systemi
Ab{r;ormallty of Gait, Generalized Pain, Aphasia, B
and Dementia with Behavi i
havioral Disturbance. Education and training will be used for new
Mgc;lica! record review of a Significant Change snfff upon otientation and ded"]eldlfof:
Minimum Data Set (MDS) dated December 26, remff]rcemcnt as‘st.andard'prot(fc? during
2012, re\.fealed the resident had not received ongoing stafl training and in-services.
Restorative Nursing Services,
Medical record review of Plan of Treatment for Monitoring of corrective actions:
Outpatleql Rehabifiiation note not dated revealed, i .
"...Pt (patient) d/c'd (discharged) from PT Menitoring of corrections will be a
L continued, ongoing program utilizing shift

supervisers and direct ohservations when N
If continualion shest Page 7 of 5!
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: conducting rounds on their designaled
F 278 | Continued From page 7 8 g

(physical therapy) services on 12/17/12,..RNA
{Resioralive Nursing Assistant) to amb
(ambulate) pi as tolerated.."

Medical record review of Occupational and
Physical Therapy Qrders and Treatment Recard,
dated and signed December 18, 2012, revealed,
"...RNA to Amb pt as tol (as tolerarted)...”

Interview with MDS Registered Nurse (RN) #2 on
May 8, 2013, at 10:48 a.m., in the MDS Office,
confirmed the December 26, 2012, MDS did not
accurately reflect the status of the services
received by the resident.

Resident #210 was admitied to the facility on
Jariuary 22, 2013, with admitting diagnoses of
Anemia, Hypertension, Hyperlipidemia,
Cerebrovascular Accident, and Dementia.

Medical record review of the resident's sixty day
MDS assessment revealed the weight recorded
was incorrect, The recorded weight was 147

pounds (bs.), and the actual weigh{ was 138.3
pounds.

Review of the facility weight record revealed the
resident's admission weight on January 23,2013,
was 146 Ibs.; February 20, 2013, was 143 Ibs.;

March 18, 2013, was 138 |bs.; and April 23, 2013
was 126 ibs,

i Interview with MDS coordinator #1 on May 1,
2013, at 10:45 a.m., in the MDS office, confirmed

the weight recorded in the nutritional section of

the sixty day MDS assessment, dated March 19,

2013, was incorrecily recorded at 147 pounds,

| and the actual weight was 138.3 pounds,
1

F 278

shifts, MDS Cunrdinators will also verify
accuracy and usage by direct observation
and chart review in accordance to MDS
requirements and assessment schedule. In
addition, the Director of Nursing and
Administrator will alse determine
compliance utilizing direct observation and
chart review samplings. All residents will
also be reassessed upon n noted decline in
ADL?’s, significant change in mental or
physical status, the occurrence of an
incident, or if hospitalization is required to

_ address their condition. 1n addition to the

morning admission meeting, MDS
assessments and schedales will be reviewed
monthly beginning June 1, 2013 as a
continuing agenda item as a part of the
QA/QI process,

FORM CMS-ESB?I:GZ_-BB) Prevlous Versions Obsolele

Evenl \D: ECUMTY

Facllily |D; TN4702
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resulting in the MDS assessment not triggering a '
6 percent weight loss,
{fa1/0z
; F279
F 279 | 483.20(d), 483.20(k)(1) DEVELCP F 279
35=E | COMPREHENSIVE CARE PLANS

A facility must use the results of the assessment
to develop, review and revise the resident's
comprehensive plan of care.

The facility must develop a comprehensive care
plan for each resident that includes measurable
objectives and fimetables to meet a resident's
medical, nursing, and mental and psychosocial

needs that are identified in the comprehenswe
assessment.

The care plan must describe the services that are
to be furnished to attain or maintain the resident's
highest practicable physical, mental, and
psychosocial well-being as required under
§483.25; and any services that wouid otherwise
be required under §483.25 but are not provided
due {0 the resident's exercise of rights under

§483.10, including the right to refuse treatrment
under §483.10(b}4).

Ehis REQUIREMENT is not met as evidenced
v:

Based on medical record review, observation,
and interview the facility failed to develop a
comprehensive care plan for eight residents
(#1506, #106, #180, #267,#72, #41, #78, and
#123) of sixty-four residents reviewed.

Bralebill Nursing and Rehabilitation
Centers goal is to ensure that the results
frem residents assessment is used to
develop, review and revise the resident’s
comprehensive plan of care.

Corrective action that will be accomplished
{or those residents found to kave been
affected:

Resident #156: Residents care plan had been
developed by MDS Coordinator for the use of
an indwelling catheter incloding eatheter car(
and maintenance. Resident has since
discharged to a private pay facility where the:
were on a wait list.

Resident # 106: Residents care plan updated
by VDS Coordinator on 5/21/2013 to reflect
and sddress the resident's use of routine
and PRN pain medication for pain
management.

Resident # 267: No opportunity to address
ot correct as resident expired due to
medical conditions and diagnosis.

Resident # 72: Resident's eare plan updated
by MDS Coordinator on 5/22/2013 to refiect
pain management goals and interventions.
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The findings included: . - was developed by weight team, dieticign and
. MDS Coordinator on 4/24/2013 for
Resident #156 was admitied to the facility on nutrition and fo address weight loss.

November 5, 2012, with diagnoses including
Dementia...with Behavioral Disturbances,
Rheumatoid Arthritis, Diabetes Mellitus, Coronary

Artery Disease with sten!, Epilepsy (history of Resident # 78: A care plan was developed by
seizures, recent onset) Gastroesophageal Reflux . MDS Coordinator on 6/4/2013 to provide a
Disease, Osteoporosis, Hypertension, and written pian of care for the residents
frritable Bowe! Syndrome, . comfort measures only status.

Resident has since elected to relocate out of
state to be closer to family.

Review of the quarterly minimum data set (MDS)
dated February &, 2013, revealed the resident
had an indweiling catheter.

. Resident # 123: Residents plan of care was
. updated by MDS Coordinator on 4/12/2013
to address and reflect the use of a lap belt.

Review of the Orders and Progress Notes,
Physician's Orders dated December 12, 2012,
revealed, "...Foley catheter with routine care until

: Resident # 180: Residents care plan had
been developed by MDS Coordinator on

i 85/1/2013 for the use of an indwelling
wound heals..." Continued review of the " eatheter including catheter care and
Progress Note dated December 12, 2012, " maintenance.
revealed, "...P{ (patient) with sacral wounds so g

wili place foley to help with heaiing...”

.. Identification of other residents having the

i ; ' potential to be affected:
Observation on April 29, 2013, at 10:15 a.m., in 5 potential to
the resident's room, revealed the resident had an b .
i i : . . i+ Record review by MDS coordinator and -
indwetling catheter in place to bedside drainage i .
, . i f
covered with a privacy bag. ', DON confirmed that only the residents

identified were affected.
interview with the MDS Coordinator #2 on May 2,
2013, at 8:00 a.m., in the MD'S office confirmed

the care plan had not been developed for the use

of an indwelling catheier including catheter care ' : ieasures to be put in place and systemic

and maintenance, i changes:

Resident #106 was admitted on March 3, 2010 : MDS Coordinator will maintain a monthly

with diagnoses including Dementia, Hypertension, ., schedule of all residents \-\"l]o are due .thEI['

Hypothyroidism, Glaucoma, Degenerative Disc periodic updates. An ad_dntnonal t'ull.tlme

Disease, Degenerative Joint Disease, and _ ' MDS coordinator, previously part-time, has
L been added effective Aprit 23, 2013 and
FORM CMS-2567{02-99) Previous Versions Obsolele Zven! ID: ECUM1TY Facilily 10: TMN4702
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Osleopaorosis.

Medical record review of the annual minimum
data set (MDS) dated March 10, 2013, revealed
the resident scored three out of fifieen on the
Brief Interview for Mental Status indicating severe
cognitive impairment. Continued review revealed
the resident was dependent with one person
assist for bed mobility, transfers, dressing,
personal hygiene, and bathing. Confinued review
revealed the resident was on a scheduled pain
medication regimen and received PRN (as
needed} pain medication or was offered and
declined during the assessment period.

Continued review revealed the resident described
the pain as "moderate."

Medical record review of the nurse’s note dated
April 20, 2013, stated the resident was "...orying
out in pain. Gave PRN (as needed) Norco (pain
medication) as ordered with good effect noted..."

Review of the Physician's Order dated June 8§,
2012, revealed, "Pain assessment g
(every)shift...document pain rate scale 0-10,

intervention and effect of intervention on PRN
sheet.. =~ - =

Review of the Medication Record for May 2013,
revealed the resident received routine pain
medication daily. Continued review revealed
physician orders for pain medication Norco
7.5/325 mg (milligrams) 1/2 tab oral every AM

(morning); and Norco 1/2 tab oral PRN (evening)
g 4 hours for pain.

Review of fhe Medication Record dated May
2013, reveaied the resident's nain had been

KNOXVILLE, TN 37319
(x4} I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 5
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. assigned to the MDS office to mect the
F 279} Continued From page 10 F 279
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previously ufilized since March, 2013, has

assessment schedules for each resident. In
addition, a contract MDS coordinator,

also been extended to ensure all indicated
assessments are completed and are timely,
Unit managers will periodically review
residents plan of care for accuracy and will
update the plan of care upon a noted decline
in ADL's, significant change in mental or
physical status, the occurrence of an
incident, or if hospitalization is required to
address their condition, The Director of
Nursing andfor designee will report to the
MDS coordinator any changes indicated in
the resident’s plan of care for appropriate
updates.

Monitoring of corrective actions:

Maenitoring of corrections will be a
continued, ongoing program utilizing shift
supervisors and direct observations when
conducting rounds on their designated
shifts. MDS Coordinators will alse verify
accuracy and usage by direct observation
and chart review in accordance to MDS
requirements and assessment schedule. In
addition, the Direcfor of Nursing and
Administrator will also determine A
compliance wiilizing direct observation and
chart review samplings. All residents will
also be reassessed upon a noted decline in
ADL's, significant change in mental or
physical status, the occurrenee of an °
incident, or if hospitalization is required to:
address their condition/In additior
morning admission meeting, MDS
assessments and schedules wﬂl

he reviewe
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monitored every shift and recorded on this record.

Observation and interview with the resident on
April 28, 2013, at 10:37 a.m., in the resident's
room revealed the resident rolled self toward the
left rail to relieve pressure on the butiocks, and
stated "...my bottom is getting sore...”

tnterview with MDS Coordinator #2 in the MDS
office an May 1, 2013, at 8:00 a.m., confirmed the
resident's care plan dated March 30, 2013, did
not address the resident's use of routine and
FRN pain medication for pain management.

Resident #180 was re-admitted to the facility on
March 25, 2013, (foliowing an acute
hospitaiization) with diagnoses including Severe
Chronic Obstructive Pulmonary Disease,

Depression, Recurrent Urinary Tract Infections
and Urinary Retention,

Medical record review of the resident's Minimum
Data Set assessment, dated January 28, 2013,
revealed the resident was aiert with miid cognitive
impairment, required extensive staff assistance

with transfers and hygiene, was ambulatory by
wheelchair, and the resident was "...always
continent..." of bowe! and bladder.

Medical record review of the resident's
comprehensive care plan dated April 2013,
reveated no plan of care for the use of an
indwelling urinary catheter, and no interventions

related to care and maintenance of the indwelling
catheter had been addressed.

Observation and interview with the resident on
April 30, 2013, at 1:10 p.m., revealed the resident

KNOXVILLE, TN 37918
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alert and sitting in a wheelchair in own room. The
resident staled the urinary catheter had besen
placed during hospitalization and an appointment

with a urinary spetialist was pending in May, due f
to intermittent urinary retention.

F 279

Interview with LPN #6 on Agril 30, 2013, at 10:30 I
a.m., at the 100 hall nurse's station, confirmed
the resident had an indwelling foley catheter, and

the care plan had not been updated to address i
the device and/or it's care.

Interview with the acting Director of Nursing on
May 8, 2013, in the fraining room, confirmed the
facility failed fo revise the resident care plan to

include a urinary catheter present on readmission
to the facility March 25, 2013.

Resident #267 was admitted to the facility on April
10, 2013, with diagnoses including Diabetes
Mellifus Type I, Congestive Heart Faiiure,
Hypertension, and Dementia.

Observations revealed the resident had an
indwelling urinary catheter on the following dates:
April 29, 2013, at 10:52 a.m., April 30, 2013, at
8:26 a.m., May 1, 2013, white in bed; and May 1,
2013, at 3:33 p.m., May 7, 2013, at 3:40 p.m.,

and May 8, 2013, at 8:35 a.m., while in a2 wheel
chair,

Medical record review of the nursing noie dated

Aprii 10, 2013, revealed " foley catheier attached
toleg..."

Medical record review of the interim care plan

daled April 11, 2013, revealed the foley catheler
had not been addressed.
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Interview on May 8, 2013, at 9:45 a.m., in training
room, with the Assistant Direclor of Nursing,
confirmed the facility had not addressed the
catheter on the care plan dated April 11, 2013.

Resident #72 was admitted to the facility on
Dacember 10, 2012, with diagnoses including
Advanced Alzheimer's Dementia, Osteoarthritis,
Dysphagia, and Pneumonia,

Medical record review of the Physician's
Recapitulation Orders dated April 1, 2013,
through Aprit 30, 2013, revealed "...Morphine
Sulfate (pain medication) 4 mg (milligrams)
subcutaneous at bedtime...Morphine 4mg every 2

hours may repeat (fimes one) subcutaneous prn
(as needed)..."

Medical record review of the care plan dated
December 11, 2012, revealed no documentation
of pain management with goals and nterventions.

Observation on May 1, 2013, at 318 p.m.,

revealed the resident was seated in a broda chair
in the resident's room. ’

Interview on May 1, 2013, at 10:85 am., in the
training room, with the acting Director of Nursing
{DON) confirmed the care plan had not been
developed to inciude pain management,

Resident #41 was admitted November 7, 2012,
with diagnoses of Subdural Hemaloma status
post fall, Dementia, Depression, Deep Vein
Thrombosis, and Hypertension.

Medical record review of the resident's care plan

L
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revealed no nuiritional comprehensive care plan
had been developed.

interview with the acting Assistant Direclor of
Nursing on May 7, 2013, at 2:45 p.m., in the :
training room, confirmed no comprehensive care f
plan for nutrition had been developed, and the

resident had experienced a significant weight
loss.

Resident #78 was admitied to the facility on June :
22, 2012 with diagnoses including Dementia, !
Epliepsy, Depression, Dysphagia, and Affective
Psychosis.

Medical record review of a physician's order
dated and signed November 28, 2012, reveaied, i
"...Make pt (patient) CMO (comfart measures :
only), DNR {do not resuscitate)...no labs or [V's

(intravenous therapy), no Xry (X-rays), PO (oraf)
antibiofics only..."

Medical record review of the resident's care plan
last reviewed Aprii 29, 2013, revealed,
“...Advance Directives: DNR..." Cantinued review
of the resident's care plan revealed,
"...Interventions...Foliow advanced directives per
POST {Physician's Orders for Scope of
Treatment) form..."

Medical record review of the resident's POST
form signed and dated by the physician on
November 28, 2012, revealed, *... Comfort
Measures ...No labs, no x-rays, no UA
(urinalysis}, no IV's..."

Interview with the acting Director of Nursing
(DON) on May 7, 2013, a1 9:08 a.m., in the

i
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training room, confirmed the facility failed to

develop a wrilten plan of care for the resident's
comforl measures only status.

Resident #123 was admitted to the facility an
November 15, 2012, with diagnoses inciuding
Abnormality of Gait, Generalized Pain, Aphasia,
and Dementia with Behavioral Disturbance.

Medical record review of the Quarterly Minimum
Data Set (MDS) dated February 20, 2013,
revealed the use of a physical restraint.

Medical record review of Pre-Restraining
Evaluation form dated April 2, 2013, revealed,
"...wic {(wheelchair) with...self-relaase belt,..*

Medical record review of the resident's care plan,
fast updated April 12, 2013, revealed, "...Resident
at risk for falls secondary to dft (due 1o) hx
{history) of 5 recent falls, unsteady gait and
batance and poor safety awareness...” Continued
review of the resident's care pian revealed
interventions to prevent falis *...psa (personal
safety alarm) to low bed et (and) wic
(wheelchair)..w/c with self-release fap beit..."
Further review of the resident's care pian

reveated no care plan for the use of the fap balt
restraint,

Interview with the acting DON on May 8, 2013, at
8:00 a.m., in the Training Room, confirmed the
self-release tap belt was a physical restraint, and
confirmed a care plan had not been initiated for
the use of a physical restraint.

483.20(d)(3), 483.10(k)(2) RIGHT TO
PARTICIPATE PLANNING CARE-REVISE CP

F 279

F 280

e

E280

Brakebili Nursing and Rehabilitation
Center believes the resident kas the
right, unless adjudged incompetent or
otherwise found to be incnpacitated
under the luws of the State, to
participate in planning of eare and
treatment or changes in care and
treatment.
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The resident has the right, unless adjudged
incompetent or otherwise found 1o be
incapacitated under the laws of the Stats, to
participate in planning care and treatment or
changes in care and ireatment.

A comprehensive care ptan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the atiending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed

and revised by a team of qualified persons after
each assessment.

This REQUIREMENT is not met as evidenced
by:

Based on medical record reviews, observations
and interviews, the facility failed to update and
revise resident care plans to reflect the residents
current status, treatmenis, and care needs for
four residents { #77, #123, #115, and #21 0} of
sixty-four residents reviewed.

The findings included:

Resident #123 was admitted to the facility on
November 15, 2012, with diagnoses including
Abnormality of Gait, Generalized Pain, Aphasia,
and Dementia with Behaviora! Disturbance.

~ Todrdumiater to reflect weight loss
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for those residents found to have becn
affected:

Resident # 123: The residents care plan was
updated by MDS Coordinater on 5/16/2013
to reflect the resident's most recent fall and
resident was reviewed by IDT members for
additional interventions as indicated.

Resident # 115: No opportunity to correct
residents previous care plan. Residents care
plan was updated on April 25, 2013 by MDS

interventions.

Resident # 210: Residents care plan has
been updated by MDS Coordinator on
4/23/2013to reflect weight loss interventions
ordered on April 23, 2013,

Resident # 77: Residents care plan has been
reviewed by weight loss team members
consisting of DON, ADON, RNA, Medical
Records Coordinator, RD, and MDS
Assistant and updated by MDS Coordinator
on 5/3/2013 to reflect weight loss
interventions,

Identification of other residents having the
potential to be affected:

An VDS zudit by Director of Nursing and
MDS Coordinator(s) reveated no other
residents as being affected.

Measures to be put in place and systemic
changes:

W continuation sheet Page 17 of 5E
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£ 2801 Continued From page 17 E o80| - MBS Coordinator will mm‘ntmn a
. o . monthiy schedule of all residents who
Medical record review of the Quarterly Minimum Lo
D MDS) dated Feb 5013 are dug their periodic updates. An
ata Set { . ale enruary 20, ! . additional full time MDS coordinator,
revealed the resident was severely cognitively ' reviously part-time. has been added
impaired and required exiensive assistance with Eﬁecﬁve )‘Mfr“ 23 20’1 S‘ﬂn d nssigned to
all activities of daily living (ADLs). ’
y g ) - the MDS office to meet the assessment
Medical record review of the resident's care plan, schedules for each rcs:'dent. In add‘ntmn.
last updated April 12, 2013, revealed, "...Resident a contract MDS coordinator, previously
at risk for falls secondary to d/t (due to) hx utilized since March, 2013, has also been
(histdry) of 5 recent falls, unsteady gait and extended fo ensure all indicated
balance and poor safety awareness..." Continued assessments are completed and are
review of the resident's care plan revealed . timely. Unit managers will periodicalty
interventions to prevent falls "...psa (personal review residents plan of care for
safety alarm) fo low bed et {and} wic accuracy and will update the plan of
(wheelchair)...monitor visually frequently...toiiet care upon a noted decline in ADL's,
per plan ..." significant change in mental or physical
status, the occurrence of an incident, or
Medical record review of the nurse's note dated if hospitalization is required to address
April 27, 2013, revealed, "...alarm sounding their condition. The Director of Nursing
observed resident lying in floor on R (right) side and/or designee will report to the MDS
near restroom pads on ﬂDOY jow b_ed in use dft coordinator any changes indicated in the
f(son)\‘us_lqn per usual...brief was soiled...0 residient’s plan of care for appropriate
noj...injury ..." undat
pdates.
Interview with the acting Director of Nursing

{DON) on May 8, 2013, at 2:00 a.m., in the .
training room, -confirmed the resident had a fall Monitoring of corrective actions:
without injury on April 27, 2013, and the resident's
care plan had not been updated to reflect the
resident's most recent fall,

Monitering program will be applied
under the same conditions as cited in F
Tags listed above utilizing the snme
criteria as noted.

Monitoring of corrections will be a
continued, ongoing program utilizing

Resident #115 was admitted to the facility on
November 1, 2011, with admitting diagnoses of
Care Involving use of Rehabilitative Procedures,
Parkinson's Disease, Paralysis Agitans, Chronic
Kidney Disease, Essential Hyperiension, and

shift supervisors and direct observations
Depressive Disorder.

when conducting rounds on their
designated shifts. MDS Coordinators
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Medical record review of the resident's care plan
dated November 2, 2012, revealed no
interventions were implemented afier g significant
weight loss of seven percent from January
through March 2013,

Interview with Licensed Practical Nurse (LPN) #2
on May 1, 2013, at 7:46 a.m., at the 400 hall
nurse's station, confirmed the resident's care plan
had not been updated fo reflect any weight foss
interventions, no interventions had been put in
place until April 25, 2013,

Resident #210 was admitted to the facitity on
January 22, 2013, with admitting diagnoses of
Anemia, Hyperiension, Hyperlipidemia,
Cerebrovascular Accident, and Dementia,

Medical record review of the resident's care plan
revealed ,"... Potential for Weight Loss..." dated
January 23, 2013, had not been updated fo reflect
the resident's significant weight loss, and no new
interventions were ordered to prevent weight joss,

fnterview with Assistant Director of Nursing
(ADON) at the 200 hali nurse's station on May 1,
2013, at 8:42 a.m., confirmed the resident's care
plan had not been updated to refiect weight joss
interventions ordered on April 25, 2013.

Resident #77 was admitted to the facility on
March 17, 2011, with diagnoses including Adult
Failure to Thrive, Alzheimer's Disease, Dementia,
Congestive Heart Failure, Afrial Fibriflation, and
Symptoms Concerning Nutrition, Metabolism.

Medical record review of the Quarterly Minimum

E Data Sets {(MDS) dated September 10, 2012, and
{
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. MDS Coordinator will maintain & monthl
F 280! Continued Erom page 18 F 280 vordinator will maintain & menthly

schedule of all residents who are due their
periodic updates. An additional full time
MDS coordinator, previously part-time, has
been added effective April 23, 2013 and
assigned to the MDS office to meet the
assessment schedules for each resident. Ia
addition, a contract MBS coordinator,
previously utilized since March, 2013, has
also been extended to ensure all indicated
assessments are completed and are timely,
Unit managers will review a sample of 20%
of units® residents’ plan of care for accuracy
weekly for 8 weeks for compliance and onee
per month thereafter if compliance is
achieved. Unit manager and MDS
Coordinator will update the plan of eare
upon a noted decline in ADL’s, significant
change in mental or physieal status, the
occtirrence of an incident, or if
hospitalization is required to address their
condition, The Director of Nursing and/or
designee will report to the MDS coordinator
any changes indieated in the resident®s plan
of care for appropriate updates,

Monitoring of corrective actions:

Monitoring of corrections will begin June 1,
2013 by Unit managers and MDS staff will
be a continued, ongoing program utilizing
shift supervisors and direct observations
when conductintg rounds on their designated
shifts. MDS Coordinators will also verify
accuracy and usage by direct observation
and chart review in accordance to MDS
requirements and assessment schedule. In
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) addition, the Direclor of Nursing and
F 280 | Continued From page 18 F 280 Administrator will also determine
December 7, 2012, revealed the resident was complianee ufilizing dircct observation and
severely cognitively impaired, required extensive chart review samplings. All residents will
assistance with one person physical assistance also be reassessed and carc plan updated
for eating, and had no weight loss or gain. upon a noted decline in ADL's, significant
. - change in mental or physieal status, the
Medical record review of the nutritional progress oceurrence of an incident, or if
not»:? dated December 2, 2012 revealed the hospitalization is required to address their
resident was not able 1o self feed and the Ideal condition. Tn addition to the morning
Body Welght range was 81-00#. admission meeting, MDS assessments, care
j i plans and schedules will be reviewed
Eﬁ;ﬁx;ﬁg@gilght record revealed the monthly as an agenda item as a part of the
1. January 25, 2013, weight 85.8 pounds (#). QA/QI process.
2. February 26, 2013, weight 84.1#.
3. March 21, 2013, weight 79.6#.
4. April 25, 2013, weight 74#, for a 5.6# loss or
7% in 30 days from the March 21, 2013 weight,
Review of the physician orders revealed the
following:
1. March 28, 2013, Nutritional supplement three
times daily due to weight loss;
2. April 2013 Recapitulation Orders signed by the
physician April 23, 2013, diet order No Added
Salt, Mechanical Soft (texture), Chopped Meat,
High Calorie Orange Beverage three times daily
and Nutritional supplement 2 ounces three times
aday.’
3. April 25, 2013, add buttermilk three times daily
with meals, and weekly weights for four weeks.
Medical record review of the Plan of Care dated
March 15, 2012, revealed a probiem of
“...Potential for dehydration and wt (weight)loss
dft (due to} po (by mouth) fluctuation, requires
fotal feeding with the APPROACHES: Enc
(Encourage) 75-100% of diet, piace in upright
position for all meals, give bite of food and foliow
FORM CMB-2567(02-99) Previous Versions Obsolete Evenl {0: ECUMY1 Facllily ID: TN4702
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F 280 | Continued From page 20 F 280

with sip of liguid...offer subsg (substitutes) for food
refused, food preferences...enc po fluids...monitor
weights and intake and document in chart...offer
snacks and supplements as ordered.." Further
review of the care plan revealed no changes to
the problem or approaches since March 15,
2012, :

interview with the acting Director of Nursing
{DON) and the Medical Record Director on April
30, 2013, at 4:12 p.m., in the training room,
confirmed the March 2013, and April 2013,
Medication Administration Record did not have
documentation of the nutritional supplement
administration. Further interview reveaied the

weight loss meeting stopped in February 2013
and resumed April 25, 2013.

Interview with MDS Registered Nurse #2 on May
1, 2013, at 8:50 a.m., in the fraining room,
confirmed "...Aware care plans behind._."

Interview with the acting DON on May 7, 2013, at
2:25 p.m, in the training room, confirmed the
weight loss had not been addressed on the care
plan at the time of the loss in January, February,
and March, 2013,

'F 281 483.20(k)(3)(i) SERVICES PROVIDED MEET F2g1| =~ F28i
$5=D | PROFESSIONAL STANDARDS

§/or i3

It is the goal of Bralkebill Nursing and
Rehabilitation Center to ensure the
services provided or arranged by the
Tacility will meet professional

The services provided or arranged by the facility
must meet professional standards of quality.

: standards of quality,
This REQUIREMENT is not met as evidenced :
by: Corrective action that will be
Based on medical record review, review of the . accomplished for those residents
Drug Information Handbook for Nursing (2007), found to have been affected:
review of facility policy, and interview, the facility

FORM CMS-2567(02-99) Previous Versions Obsolele

Event ID: ECUMI Facilily I0: TN4702 If continuativn sheet Page 21 of 55



ULFARIICINGE U FASALLE AND HUMAN SERVICES

CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/14/2013
FORM APPROVED

failed to follow facility protocol and physician
order's for the treatment of constipation and failed
to monitor for side-effects of an antipsychotic
medication for one resident (#123), and failed to
follow physician's orders for documentation of
intake and output for one resident {#143) of
sixty-four residents reviewed,

The findings included:.

Resident #123 was admiited to the facility on
November 15, 2012, with diagnoses inciuding
Abnormality of Gait, Generalized Pain, Aphasia,
and Dementia with Behavioral Disturbance.

Medical record raview of the Quarterly Minimurm
Data Set (MDS) dated February 20, 2013,
revealed the resident had received an anti-anxiety
medication, an antipsychotic medication, and was
on a scheduled pain medication regimen.

Medical record review of the resident's
Medication Administration Record (MAR) for the
month of May, 2013, revealed the resident had
received Klonopin (anti-anxiety medication),
Seroquel (antipsychotic medication), MS Contin
(narcotic pairi medication), Morphine IR (narcotic
pain medication), and Lortab (narcotic pain
medication) on a daily basis,

Review of Drug Information Handbook for
Nursing (2007) revealed the anti-anxiety ‘
medication, the antipsychatic medication, and the

narcotic pain medications all had an increased
risk for constipation.

Medical record review of the resident's ADL
:[ {activities of daily living) Flow Record for the

Resident # 123: Resident received treatment
retated to constipation on May 5, 2013.
AIMS Scale assessment and documentation
by Psychiatric PhD related to antipsychotic
medications have been addressed and
follow-up scheduled with Psychiatric PhD in
normal course of residents on-going
treaiment.

Resident # 143: Current intake and output
is now addressed and documented
according to physicians arder.,

Identification of other residents having the
potential to be affected:

Record review of residents receiving
antipsychotic medications, orders for
monitering of intake and cutput was
conducted by Unit managers and/or

psychiatric Phl) was reviewed. No probiems
were identified.

Measures to be put in place and systemic
changes:

Residents receiving antipsychotic
medieations and/or receiving psychiatric
treatntent by Psyehiatric PhD will be
reviewed for AIMS testing by unit
tnanagers. Director of Nursing and/or
Assistant Director will conduct in-services
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andd decumentation of bowel movements
F 284 1 Continued From page 22 F 281 and documentation requirements retating to
month of May, 2013, revealed designated spaces _ intake and output requirements on residents
for the documentation of bowe! function per shift. . with specified physician orders. In-services
Continued review of the ADL Flow Record for the : will be conducted within the 45 day period
month of May, 2013, reveaied no documeniation ' allowed in the 2567 or by June 22, 2013,
the resident had a bowel movement from May 1,
2013, until May 5, 2013, for a total of four days. r
i Monitoring of corrective actions:
Medical record review of the resident's MAR for
the month of May, 2013, revealed "...|laxative | Unit managers and/or shift supervisors will be
QFVenc';O prdog]ct)ted I?\AM (bso‘;gl'lrgo\’fg'ggt)---" © responsible foe ensuring adherence to
signed and catec May &, y at 200 pam, documentation requirements. Log wilk be
) . . ) maintained by social services for those resident:
Medical record review of Routine Orders sﬂzgned receiving psychiatric services. Director of
%ré?]gt?;zgoﬁovember 16, 2012, revealed, "...3, Nursing and/or Assistant or unit manages will
. . monitor a sample of 20% of units’ residents®
...Duloqlax (5) rpllhgram fablet or (10).m|II|gram weekly for 8 we:ks for compliance and once per
i’l}.lppOSIt.Oi'yégth(['I[!][’.l;leS (3).?33’5 or “glkdc’f " month thereafter if compliance is achieved. In-
agnesia (30) milliliters dai y imes (2) days... service training will be used to educate Cna’s
Interview with Licensed Practical Nurse {LPN) #8 on requirement to adhere and report any
on May 7, 2013, at 3:48 p.m., at Green Wing 300 c!ewatmns in lbuwel policy requ:re.ments to
Hall Nurse Station, revealed facility protocal for licensed nursing staff for appropriate
| treatment and management of constipation is interventions.
after three days of no documented bowel In-services will be conducted by the
movement then Milk of Magnesia (MOM) should DON/ADON within the 45 day period
be given and if no result then suppository is to be allowed in the 2567 or by June 22, 2013,
given, Psychiatric services log management will be
reviewed monthly in the QA/QI meeting in
Interview with LPN #8 on May 8, 2013, at 10:41 addition to MDS resident listing to monitor
a.m., in 300 hallway, confirmed the ADL Flow residents receiving antipsychotic medications or
Record for the resident had no documentation the who arc being monitored for 180,
resident had a bowel movement until May 5, .
2013, on the evening shift. Further interview with
LPN #8, at that time, confirmed the resident was
at high risk for constipation "...because (the
resident) is on multiple pain meds..." Continued
inferview with LPN #8, confirmed the nurses
menitor the resident's bowel function by reviewing
-
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F 281 | Continued From page 23

the ADL Flow Record. Further interview with LPN
#8, confirmed the resident had not received
treatment for constipation until the fifth day of no
recorded bowel movement, and the facility
protocol for management and treatment for
constipation had not been followed.

F 281

Medical record review of the Quarterly Minimum
Data Set (MDS) dated February 20, 2013, '
revealed the resident had received an
antipsychotic medication.

Medical record review of the resident's MAR
revealed the resident had received Seroquel (an
antipsychotic medication) 50 mg at 4 p.m. and at
bedtime on a daily basis.

Medical record review of an Abnormal Involuntary
Movement Scale (AIMS), a scale to monitor for
the presence of potentialty permanent
side-effects of an antipsychotic medication,

revealed no documentation for the AIMS scaie in
the medical record.

Interview with the Assistant Director of Nursing
(ADON) and Psychiatric PhD on May 7, 2013, at
3:53 p.m., at the 200 Hallway nurse station,
confirmed the facility policy for menitoring of
side-effects of antipsychotic medication should be
completed on every resident upon admission to
the facility. Continued interview with the ADON
and Psychiatric PhR, al that time, confirmed the
AIMS scale should be compieted at least two
times per year after admission to the facility.

Inferview with the Acting Director of Nursing
(DON) on May 8, 2013, at 8:00 a.m., in the
Training Room, confirmed the AIMS form was not
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F 281 Continued From page 24

compieted for the resident upon admission fo the
facility. Further interview with the DON also
confirmed the AIMS scale had not been
compleied at any time during the resident's stay
at the facility. Continued interview with the DON
confirmed the resident should have had an AIMS
compieted at least once since the resident's
admission to the facility, and confirmead the
facility's protocol for monitoring of an
antipsychotic medication had not been followed.

F 281

Resident #143 was admitted to the faciiity on
March 19, 2013 with diagnoses inciuding

Congestive Heart Failure, Pneumonia, and
Dementia.

Medical record review of g physician's order
dated April 17, 2013, revealed an order for
"...Strict | & O ( intake and outpug}...”

Medical record review of the resident's Intake
Output Record revealed muliiple blank spaces

over various shifts for the documentation of the
resident's intake.

Review of faciiity Policy and Procedure for Intake
and Output revealed, “...Intake and output will be
recorded accurately on any resident with specific
order or when medically indicated...” Continued
review of facility policy revealed, "...any resident
with specific physician order for Intakes and

Outputs (180) will have them recorded g (every)
eight hours regardiess. . "

Interview with the acting DON on May 1, 2013, at .
8:28 a.m., in the fraining room, confirmed the

resident's intake was not consisiently
documented in the medical record. Continued
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interview with the DON, at that time, confirmed
the facility's palicy for documenting intake, and
the physician's order for documenting and ! A'f
L e 24
monitoring intake had not been foliowed.
F 311 ! 483.25(a)(2) TREATMENT/SERVICES TO F311| Fan
$8=D ; IMPROVE/MAINTAIN ADLS
A resident is given the appropriate treatment and Brakebill Nur'sing and Relabilitation
services {o maintain or improve his or her abilities Cm.1ter Sl.'bs'.mbes to the smn.d ard that a
specified in paragraph (a)“) of this section, resident is given the approprinte treatment
~ and services to improve his or her abilities.
This REQUIREMENT is not met as evidenced Corrective sction:
by '
Based on medical record review and interview, |  Resident # 123: Resident was admitted to
the facility failed to provide resiorative nursing facility as indicated on November 15, 2012
services as ordered for one resident (#123) of with 2 dingnosis including abnormality of
sixty-four residents reviewed. Gait, Generalized Pain, Aphasia, Dementia

' with Behavioral Disturbances, Severe
Cognitive Impairment and Extensive

) ~ Assistance with all Activities of Daily

Resident #123 was admitted to the facility on Living. Resident received Physical Therapy

November 15, 2012, with diagnoses including services but was discharged from their

Abnormality-'of Gait, Generalized Pain, Aphasia, - services on 12/17/2012 due to meeting their

and Dementia with Behavioral Disturbance, * maximum potential and inability to benefit

from further treatment. Resident was
discharged to Restorative Nursing Services
to ambulate patient as tolerated. Physical
Therapy orders and treatment Record

The findings included:

Medical record review of Quarterly Minimum Data
Set. (MDS) dated February 20, 2013, revealed the
remd_ent was severely cognitively impaired ang

required extensive assistance with gl aclivilies of

g dated and signed December 18, 2012 stated
daily iving {ADLS)' * RNA to AMB pt as tol (tolerated)”, No
Medical record review of Plan of Treatment for . eF'ﬁc time frames ?_r frequency ,‘Zm
Outpatient Rehabilitation note, not dated, llld.ICﬂte(] other than ' A5 tolf:rate{_l due to
revealed, .. pt (paiient) dic'd (discharged) from resu_lcnts z'tdvan.ced d:a.gnosm :‘15 Ilsth. N
PT (physical therapy) services on 12/1 7M2..RNA Purlng this pcnf)d of tnrlc resident exlub.|t|:d
(Restorative Nursing Assistant) to amb :ncrenlscd _behaworal epls?des of combative
(ambutate) pt as tolerated, " behavior, inconsolable episodes of anger

and anxiety, refusal of medications and
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~ huirerous visits by family to intervene.
F 311! Continued From page 26 F 311!, Resistance to care is also noted and
" documented. Physician interventions nre
Medical record review of Occupational and * also noted with the addition of Tramadeo,
Physical Therapy Orders and Treatment Record, . Klonapin, and increased pain management
dated and signed December 18, 2012, ravealed, including morphine. This combination of
"...RNA to Amb pt as tal (as tolerarted)...” . factors would account for resident's
: . \ . . ' inability to want or receive RNA services
Medical record review of Daily Patient Service  during the time frame indicated. Resident is
Record Restorative for the month of Decemb'er, " now capable of participate in RNA services
2012, revealed the resident received restorative : i ices since March
services for ambulation on one day, December .' and is now recelving services
20, 2012, out of nine days. . 2013.
Medical record review of Daily Patient Service T
Record Restorative for the month of January, Identification:
2013, revealed the resident received restorative -
services for ambulation on four days out of On record review by DON & therapy
twenty-two days. manager, no other residents were identified.
Medical record review of Daily Patient Service
Record Restorative for the month of February, Measures to be put in place and systemic
2013, revealed the resident received no changes:
restorative services for ambulation for the entire
month. Ne specific or systemic changes are
indicated or warranted in the system at this
Interview with Restorative Nursing Assistants #1 time due fo resident’s Iack of ability to
and #2 on May 8, 201 3, at9:21 aim., in the participate in RNA services.
Training Room, confirmed the Daily Patient
Service Record Restorative for the months of
December, 2012, January, 2013, and February, Monitoring of corrective nctions:
2013 accurately refiecied the number af
restorative services t_he resident had received for Monitoring of corrective actions is not
those months. C_ontlnugd inlerview with indicated due to resident’s history, severe
F_{estoratlv_e Nursing Assistants #1 and #2, at that condition and uncontrollable behaviors
time, co'nﬂrmed‘the res@ent had not received during this period of time. Resident was
restorative nursing services as ordered. receiving extensive medical and psychiatric
F 312 483.25(a)(3) ADL CARE PROVIDED FOR F 312 | catment for exhibited conditions and
S8=D  DEPENDENT RESIDENTS diagnosis. Resident s now receiving services

FORM CMS-2567{02-89) Previous Varsions Ohsolete

P-@f

SO (Jﬂd ¢ LW

Even! ID:ECUM14

Gdom on e 1

Facliity 1D: TN4702

Hegm Ao et bo F 301 s

Whem & r2ocltnta’ conelifon eha NG ew whiwe & reo.dent comt o
UOOY\J( ](D(ULIL(‘.I]OQLQ_, 0 r-e hC&‘Q, ,QQ’Q."I‘DrC{.f;;-U-Q wotl u pu\{_ o ‘-10Ld W
f ed ba kecl w hen the ted dumf Coem I’OM f‘r'C:‘fO(Lf'e-

Men dor ngt Restora M Wefuicts wll mendor a

red cclemis

wino ag Put onshotel 1o ensare Bl e restomict whaem

rocdnt tan Pacho e Pake

MA Jy e YHNVC-T

If continuation shaet Page 27 of 5¢



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 05/14/2013
FORM AFPROVED

Based on medical record review, observation,
facility policy review, and interview, the facility
falled to maintain personal hygiene for one
resident {#150) of sixty-four residents reviewead.

The findings included;

Resident #150 was admitted to the facility on
August 21, 2008, with diagnoses inciuding Adult
Failure to Thrive, Hypertension, Osteoporosis,
Vertige, and History of Falls.

Medical record review of the quarterly minimum
data set dated December 16, 2012, revealed the
resident scored twelve out of fifteen on the Brief
Interview for Menial Status indicating moderate
cognitive impairment. Continued review revealed
the resident required extensive assistance from
one person for fransfers, dressing, personal
hygiene, toileting, and bathing.

Review of the resident's care plan dated
September 18, 2012, revealed, *...Resident with
self-care deficits secondary to imited ambulation
and falis risk...interventions...Clean fingernails
with shower; clip fingernails q (every) 2 weeks..."

Review of the facility's, Policy for Nail Care,
revealed, "It is the policy of (facility name) that all

OMB NO. 0838-0391
STATEMENT OF DEFICIENGIES (X1) PROVIDERVSUPPLIER/CLIA (X2} MULTIPLE GONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BULDING GOMPLETED
445114 B. WING 05/08/2013
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP GODE
58
BRAKEBILL NURSING HOME INC. 37 LYONS VIEW PIKE
KNOXVILLE, TN 37919
{Xd) ID l SUMMARY STATEMENT OF DEFIGIENGIES ID PROVIDER'S PLAN OF CORRECTION {x5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO$S-REFERENGED TC THE APPROPRIATE DATE
DEFIGIENGY)
. aecording to * RNA to AMB pt as tol
F 312, Continued From page 27 F312 (tolerated)” order. Future refusals by
Aresident who is unable to carry ouf activities of resident will be documented by RNA
daity living receives the necessary services to services.
maintain good nutrition, grooming, and personal
and oral hygiene.
. . X F312 3] 1
This REQUIREMENT is not met as evidenced {/“)}/3
by . \

Brakehill Nursing and Rehabilitation
Center sepports the standard that a resident
who is unable to carry cut activities of daily
living receives the necessary services to
maintain good nutrition, groeming, and
personal and oral care.

Corrective action:

Resident # 150: Residents finger nails were
cleaned and trimmed during the shift
condition was noted by a licensed nurse.
Interview with resident revealed this was an
isolated incidenf as resident confirmed “the
staff usually érimmed the fingernails when
they needed trimming™.

1dentificafion:

Bascd on observation by nursing staff, no
other resident was noted or identified as
being cffected.
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F 312 Cpntinued From page 28 F 312 Measures to be put in place and systemic
nalt care will be provided by a License nurse. All changes:
fingernails will be clipped every two (2) weeks, ;
and toenails clipped every month.” Directed In-service [ndicated. Director of
Nursing/Assistant director of Nursing will in
Observatian on April 29, 2013, at 3:50 p.m., of the service all direct care staff to monitor and
resident seated in a chair in the resident's room report to licensed nursing staff any resident
revealed the resident ‘s fingernails were long, in need of nail care. Caa’s will visually note
jagged, and had brown debris under the nails. condition of residents nails during
. ] . . scheduled shower times and report any
Interview with the ‘remdent at this time confirmed observations needing care. In-services will
the staff usual{y tnrpmed the ﬁnge.rnai‘:s when be conducted within the 45 day period
thgy nleelded_tnmrplng, and the nails "...could use allowed in the 2567 or by June 23, 2013.
a fittie trimming...!
Observation and interview with License ' _ . .
Nurse (LPN) #6 on May 8, 2013, at fayes iﬁft;ﬁal Monitoring of corroctive actions:
the resident's room revealed the resident's I . . :
fingernails were long and had brown debris under Monitoring m.r comphance ‘.““ con.mt of
the nails. Continued interview with LPN #8 Cna observation and reporting during
confirmed the nails were "...nasty and needed to administration of personal care and during
be spaked and rimmed..." residents shower times. Licensed nurses will
also ensure compliance using direct
observation during daily medication passes.
The Director of Nursing andfor unit
managers will observe a 15% sample of
. : ’ residents on each hall for 8 weeks for
F 315 483.25(d) NOC CATHETER, PREVENT UTI, F 315 compliance. If compliance is indicated,
gs=0 | RESTORE BLADDER sample will consist of 10 % of unit’s resident
pepulation on a monthly basis thereafter.
Based on the resident's comprehensive Complinnce will be reviewed monthly
assessment, the facility must ensure that a during the QA/QI meeting beginning
resident who enters the facility without an 6/1/2013.
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary, and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder
L —
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F 315 | Continued From page 29 F 315 {lar /13

function as possible.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, review of the
facility policy, observation, and interview, the
facility failed to complete a bladder assessment
for one {#254) resident, failed to obtain a
physician order and a supporting diagnoses for a
catheter for one (#267) resident and failed to
remove an indwelling urinary catheter for one
(#158) resident of sixty-four residents reviewed,

The findings included:

Resident #254 was admitted to the facility on
January 11, 2013, with diagnoses including
Diabetes, Pneumonia, Hypertension, and

Dementia. The resident expired at the faciiity on
February 6, 2013.

Medical record review of the Admission Minimum
Data Set (MDS) dated January 18, 2013,
revealed the resident had moderately impaired

cognitive skills, and was frequently incontinent of
urine.

Medical record review of the Significant Change
in Status MDS dated February 1, 2013, revealed
the resident was always incontinent of urine.

Medical record review of the Admission
Assessment dated January 11, 2013, revealed
"...Resident is a potential candidate for nursing,

restorative/rehabilitation, or bladder training
program..."

FORM CMS-2567(02-99) Pravious Verslons Obsolete

Brakebill Nursing and Rehabilitation
Center supports the standard that based on
the resident’s comprehensive assessment,
the facility must ensure that a resident who
enters the facility without an indwelling
catheter is not catheterized unless the
_resident's clinical condition demonstrates
 that eatheterization was necessary; and a
resident who is incontinent of bladder
_receives appropriate treatment and services
. to prevent urinary tract infections and to
| restore as much s normal bladder function
© as possible.

Corrective Action:

Resident # 254: No opportunity to correct
and/or address as resident expired February
. 6,2013.

. Resident # 267: No oppertunity to address
or correct as resident expired due to
medical conditions and diagnosis.

Resident: # 156: Resident’s indwelling

" catheter was removed by nursing staff on

4/30/2013 following confirmation of healing
of wound by therapy manager according to

. physician orders.

" jdentification:

Based on medical record review and
observation by licensed nursing staff and/or
unit managers, no other residents were
noted or identified as being effected,
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Medical record review of the care plan dated Measures to be put in ptace and systemic
February 1, 2013, revealed "...Resident with B changes:
{and) B (bowet and bladder) incontinence...check
and change: upon rising; before and/or after Directed In-service Indicated. Director of
meals; at HS (bedtime); and Q (every) 2-3 hrs Nursing/Assistant director of Nursing will in
(hours) during sleep hrs..." service all direct nursing staff regarding
completion of a bladder assessment and
Review of the facility policy, Bowel and Biadder obtaining a physician’s order with
Training, {undated) reveaied, "...Take the resident supporting diagnosis for use of an
to toilet or bed pan at every 2-hour interval. Time indwelling catheter. Staff will also receive
may be lengthr-;ned as control is gained. in-service training by DONJADON
chgurage rels:dentg to hoid urine uniil specified regarding the removal of indwelling
voiding time, if possible, and they get protocol for catheters according to physician orders. In-
assessn:g bowel and bladder continence services will be conducted within the period
status... allowed tn the 2567 or no later than June 22,
Interview on May 1, 2043, at 2:00 p.m., with the 2013,
acting Director of Nursing {PON), in the training
room, confirmed no bladder assessment had oo : .
been completed to determine if the resident was Monitoring of corrective actions:
appropriate for an individualized bladder training o - .
program. i Moenitoring for compliance will be
! accomplished by identification of residents
Interview on May 1, 2013, at 3:50 p.m. with the o each nursing unit by unit managers
acting Assistant Director of Nursing (ADON), in + and/or supervisors. The MDS listing of
the hall, confirmed bowel and bladder residents with a catheter will be utilized to
assessments are to be done on admission, . monitor resident’s code as having an
guarterly and with & significant change in the ! indwelling catheter to ensure continuity of
resident's status. . care and review of physicians orders
i regarding eatheter care. The Director of
Resident #267 was admitied to the facility on April Nursing andfor ADON and MDS
10, 2013, with diagnoses including Diabeles . Coordinator will review coding of residents
Mellitus Type I, Congestive Heart Failure, - with indwelling catheters during weekly
Hyperiension, Dementia, and Urinary care plan meeting and verify validity of
Incontinence. bladder assessments, physician orders,
supporting diagnosis and adherence to
Observations revealed the resident had a physician orders for continued use. Review
catheter on the following dates: April 29, 2013, at of 672 for conditions of residents will be }
]
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F 315

. . reviewed monthly during the QA/QI
Continued From page 31 F3151  coting beginning 6/1/2013.
10:52 a.m., April 30, 2013, at 8:26 a.m., May 1, _

2013, at 8:32 a.m., while in bed; and May 1,
2013, at 3:33 p.m., May 7, 2013, at 3:40 p.m.,
and May 8, 2013, at 8:35 a.m., whiie in a whesl
chair.:

Medical record review of the nursing note dated

April 10, 2013, revealed "...foley catheter attached | .
to leg..."

Medical record review of the physician orders
dated April 10, 2013 through May 8, 2013,
revealed no orders for a catheter.

Medical record review of the Resident Data Set,
compteted by a nurse, daied Aprii 10, 2013, of
the" indwelling Catheter Evaluation” revealed the
resident was not in a coma, was not terminally i,
did not have a stage 3 or 4 pressure ulcer, did not
have a diagnosis of urethral blockage, did not
need an exact measurement of urine, did not
have a history of being unable to void after the
catheter was removed, was not a quadriplegic or
paraplegic, and did not have an appropriate
supportive diagnosis. Further review revealed
"...All questions were marked "No" and there is no
appropriate diagnosis. The resident is a potential
candidate for nursing, restorative/rehabilitation, or
bladder training program..." Further review of the

Resident Data Set revealed the urological section
was not completed,

interview on May 7, 2013, at 4:45 p.m., at the 400
nursing station with Licensed Practical Nurse

(LPN)#10 and LPN #11, confirmed there was no
order for a catheter,

Interview on May 8, 2013, at 9:45 a.m., in fraining
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room, with the Assistant Director of Nursing
confirmed the facility had no palicy addressing
catheters. Further interview confirmed no
diagnosis to support a catheter upon admission,
and no physician order for the catheter at
admission Aprii 10, 2013, through May 8, 2013.

Resident #156 was admitted fo the facility on
November 5, 2012, with diagnoses including
Dementia...with Behaviora) Disturbances,
Rheumatoid Arthritis, Diabetes Mellitus, Coronary
Artery Disease with stent, Epilepsy (history of
seizures, recent onset) Gastroesophageal Refiux
Disease, Osteoporosis, Hypertension, and
Irritable Bowel Syndrome.

Review of the Orders and Progress Notes,
Physician's Orders dated December 12, 2012,
revealed, " ...Foley catheter with routing care until
wound heals ..." Continued review of the
Progress Note dated December 12, 2012,
revealed, " ...Pt (patient) with sacral wounds so
will place foley to help with healing ..."

Observation on April 29, 201 3,at10:15 am., in
the resident's room, revealed the resident had an
indwelling catheter in place connected fo bedside
drainage and covered with a privacy bag.

Interview with the wound management/physical
therapist in the training room on May 1, 2013, at
8:40 a.m., confirmed the resident had been
admitted with wounds to the COCCYX area on
November 5, 2012. Continued interview
confirmed the physician ordered the catheter to
decrease maisture to the wound area io expedite
wound healing. Continued interview confirmed
the wounids on the coceyx area were healed by
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F 315
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L

; after the 26th to ensure healing, and removed
i from monitoring.

Continued From page 33
December 26, 2012, monitored for one week

inferview on May 1, 2013, at 12:30 p.m., with
Licensed Practical Nurse (LPN) #6 on the 100
hailway confirmed the resident's wounds to the
coccyx area had been healed, and the physician's
order to discontinue the catheter when wounds
were healed had not been followed.

483.25()) MAINTAIN NUTRITION STATUS
UNLESS UNAVOIDABLE

Based on a resident's comprehensive
assessment, the facility must ensure that a
resident -

(1) Maintains acceptable parameters of nutritional
status, such as body weight and protein levels,
unless the resident's clinical condition
demonstrates that this is not possible; and

(2) Receives a therapeutic diet when there is a
nutritionai problem.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review, observation,
faciity policy review, and interview, the faciiity
failed o assess, implement, monitor, and maodify
interventions, consistent with the resident's needs
t0 maintain acceptable parameters of nutritional
status for five residents (#s 41, 77, 156, 159, 72)
of sixty-four residents reviewsd.

F 315

F 325

F 325];
| Brakebilt Nursing and Rehabilitation

Center supports the standard that based on

, the resident's comprehensive assessment,

¢ the facility must ensure that a resident —

f maintains acceptable parameters of

! nufritional status, such as body weight and

protein levels, unless the resident’s clinical

i condition demonstrates that this is not

possible: and receives a therapeutic diet

when therc is a nutritional problem.

Corrective Action:

Resident # 41: No oppertunity to correct as
resident moved out of state to be closer to
family.

Resident # 77: Residents care plan has been
reviewed by weight loss team members on
5{2{/2013 and updated to reflect weight loss
interventions as indicated. Weight loss team
members consist of DON, ADON, RNA,
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The findings included:

Resident #41 was admitied to the facliiity on
Novemnber 7, 2012, with diagnoses including
Dementia, Subdural Hematoma sfp (status post)
Eall, Acute Venous Embolism, and Depressive
Disorder.

Medical record review of the Admission Minimum
Data Set (MDS) dated November 14, 2012, and
the Quarterly MDS dated February 12, 2013,
revealed the resident had severe impairment in
cognitive skills, and required limited assistance
with one person physical assistance for eating.

Medical record review of the physician's
recapitulation orders dated April 1, 2013, fhrough

April 30, 2013, revealed "...Diet, Regular
Chopped Meat, Assist Feeder..."

Medical record review of the Nutrition Risk
Assessment dated November 14, 2012, revealed
"Wt (weight) (Ib) (pounds) 141.8...1BW (|deal
Body Weight)/Usual 83-101...Overali Risk

ggtsgury:...(greater or equal) 8 points: High
isk."

Medical record review of the 24 Hour Diet
Assessment (undated) revealed "...Adm.
(Admission) Date 11-7-12...Feeding Ability: ...Tray
Set up Needs Assistance...Diet History: Current
intake: Solid: Good...Fluid:
Good...Nourishments/Supplements: 10:00 AM
Choc (chocolate) fce Cream..."

| Medical record review of the appetite/supplement

form dated 2012-2013 revealed the following
weights: November 8, 2012, 141.8 (pounds);

MDS Assistant.
Refereal was alse made to RD for revicw on
5/13/2013.

Resident # 156: Resident was reviewed by weight
foss team members on 5/16/2013. Resident’s
nutritional concerns will be referred to
Registered Dietician for evaluation and
recommendations, but due to resident’s
decreased lack of accepting intake, continucd
weight loss is still possibie and unavoidable.

Resident # 159: Resident referred to

Registered Dietician on 3/1 6/3012 by weight

loss teaw for nutritional review,

recommendations and interventions to

address weight Joss. Weight loss team

members consist of DON, ADON, RNA,

Medical Records Coordinator, RD, and

MDS Assistant,

Nursing staff will continue to assist resident with all
meals x 3 and offer and encourage snacks.

Resident # 72: Resident referred to Registered
Dietician by weight [oss team oD 5/2/3013 for
nutritional review, recommendations and
interventions to address weight loss. Nursing staff
will continue to assist resident with all meals x 3 and
offer and encourage snacks

ldentification:

Medical record and weight reviews were
used by weight loss team members to
identify other residents at visk for weight
joss. Mo other residents were identified.
Weight loss team members consist of DON,
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ADON, RNA, Medical Records
F 325 Continued From page 35 F 325 Caordinator, RD, and MDS Assistant.

December 28, 2012, 141 (pounds}; March, 2013,
126.5 (pounds).

Medical record review of the Weights New Admit,
Monthly Documentation form revealed the weight
on April 24, 2013, was 124.6 (pounds),

Review of the facility's Nourishment Sheet
revealed the resident received chocolate ice

cream at 10:00 a.m., and vanilla ice cream at
bedtimsa.

Medical record review of the dietary notes
revealed the Registered Dietician (RD) had not
assessed the resident since November 14, 2012.

Telephone interview on April 24, 2013, at 3:15
p.m., with the contracted RD confirmed the RD
had not assessed the resident's weight loss, and
the resident had not been placed on the facility's
list for the RD to assess related to weight loss.

Review of the facitity policy, Nutritional Support
Program, reveaied, ".. Residents at risk for weight
loss will receive a high calorie supplement during
the medication pass...Residents will be placed on
and removed from the NSP (Nuiritional Support
Program) by an MD (Medical Doctor) arder: NSP
will be documented on the MAR (Medication
Administration Record) and refusal will be
documented on the PRN (as needed) sheet.
Residents on the NSP will receive three ounces
of Nutra-Shake twice on the 7-3 shift and twice
on the 3-11 shift...The charge nurse on each wing
will come to the dietary department and get

Nutra-Shake as is needed for histher medication
pass..."

Measures to be put in place and systemic
changes:

Weekly weight loss team meetings consisting
of DON, ADON, RNA, Medical Records
Coordinator, RD, and MDS Assistant have
been initinted on a weekly basis and will
continue. Residents identified as having
unacceptable weight loss based on weekly or
monthly weight review in absence of

supporting medical condition will be
referred to RD for evaluation and
interventions. Director of Nursing/Assistant
i Director of Nursing will in- service afl direct
1: care staff reparding documentation of meal
I

|

and nourishment’s. Intake percentage will
be based on and take into account all food,
snack and nourishment intakes, In-services
will be conducted by DON/ADON within

i the period allowed in the 2567 or no later
than June 22, 2013,

Monitoring of corrective acfions:

Residents at risk for significant weight loss
will be reviewed weekly by weight team
commtittee and monitored as an agends item
as a part of facilities monthly QA/QI
process beginning 6/1/2013. Weight team
committec members consisting of DON,
ADON, RNA, Medical Records
Coordinator, RD, and MDS Assistant will
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the dietary manager was not aware of the
resident's significant weight loss, and was
unaware of any interventions in place for the
resident's weight loss. Further interview

for aboui four months..." .

Assistani Director of Nursing, in the training
reom, confirmed no one is monitoring weights

meefings, no nutrition at risk teams to review
weight loss.

Resident #77 was admitied to the facility on

Sympioms Concerning Nutrition, Metabolism.

December 7, 2012, revealed the resident was
for eating, and had no weight loss or gain.

documentation was a progress hote dated

Dietitian. Further review of the nutritional

to self feed and the IBW range was 81-99
pounds.
i

Interview on April 24, 2013, at 9:00 a.m., with the
Dietary Manager, in the training room, confirmed

confirmed,"... the faciiity had not had a dietician

Interview on April 24,2013, at 1:00 p.m., with the
Acting Director of Nursing (DON) and the Acting

and weight loss since the former RD lefi, and no
review of weight loss residents in daily or weekly

March 17, 2011, with diagnoses including Adult
Failure to Thrive, Alzheimar's Disease, Dementiia,
Congestive Heart Failure, Atrial Fibriltation, and

Medical record review of the Quarterly Minimum
Data Sets (MDS) dated September 10, 2012, and
severely cognitively impaired, required extensive
assistance with one person physical assistance
Medical record review revealed the last nutritional
December 2, 2012, completed by the Registered

| progress note revealed the resident was not able

make recommendations and referrals to RD
for interventions,

F 325(
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Review of the weight record revealed the
following weights:

1. January 25, 2013, weight 85.8 pounds (#).
2. February 26, 2013, weight 84.1#.

3. March 21, 2013, weight 79.68.

4. April 25, 2013, weight 74# for a 11.8# weight
foss from the January 25, 2013 weight.

Review of the physician orders revealed the
following:

1. March 268, 2013, Nutritional supplement three
times daily due to weight loss;

2. April 2013 Recapitutation Orders signed by the
physician Aprii 23, 2013, diet order No Added
Salt, Mechanicai Soft (texture), Chopped Meat,
High Calorie Orange Beverage three times daily
and Nutritional suppiement 2 ounces three times
a day. .

3. April 25, 2013, add buttermilk three times daily
with meals, and weekly weights for four weeks.

Review of the Medication Administration Record
for March 2013, and April 2013, revealed no
documentation the nuiritional supplement had
been administered.

Medical record review of the Plan of Care dated
March 15, 2012, revealed a problem of
"...Potential for dehydration and wt {(weight)loss
d/t {due fo} po {by mouth} fluctuation, requires
total feeding with the APPROACHES: Enc
(Encourage)75-100% of diet, place in upright
position for all meals, give bite of food and follow
with sip of liquid...offer subs (substitutes) for food
refused, food preferences...enc po fiuids...monitor
weights and intake and document in chart...offer
snacks and supplements as ordered..." Further

L
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review of the care plan revealed no changes 1o

the problem or approaches since March 15,
2012,

Interview with Certified Nurse Aide #8 on April 30,
2013, at 2:10 p.m,, in the resident's room
reveated the resident had consumed 100% of the
sweet potato, and buttermilk, 50% of the

nutritional orange shake, "...best (resident) has
eaten in awhile..."

Observation on May 1, 2013, at 8:31 a.m.,
revealed the resident meai delivery cart was on
the halt and no tray in the resident's room.
Observation continued at 9:21 a.m. revealed the
resident had a tray on the over bed table with
10% food intake and 2/3 cup intake of & Mighty

Shake (nutritiona! supplement) mixed with 4
ounces of ice crearm.

Observation on May 7, 2013, at 8:07 a.m.,
revealed the resident meal deiivery cart was on
the hall and no fray in the resident's room,
Observation continued at 8:43 a.m. and the
Licensed Practical Nurse #10 was feeding the
resident a mixture of the Mighty Shake and a 4
ounce container of ice cream. Further

observation revealed the resident had eaten 10%
of the meal.

Interview with the acting Director of Nursing
{DON) and the Medical Record Director an April
30, 2013, at 4:12 p.m., in the training room,
confirmed the March 2013, and April 2013,
Medication Administration Record did not have
documentation of the nutritional supplement
administration. Further interview revealed the
weight loss meeting stopped in February 2013
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and resumed April 25, 2013,

Inferview with MDS Registered Nurse #2 on May
1, 2013, at 8,50 a.m., in the training room,
confirmed the.March 2013, MDS was not
completed, and "...Aware care plans behind..."

interview with the acting DON on May 7, 2013, at
2:25 p.m., in the training room, confirmed the
weight ioss had not been addressed on the care
plan at the time of the loss in January, February,
and March 2013, Further interview confirmed no
nutritional assessment was completed

addressing the weight loss in January, February,
and March 2013.

Resident # 156 was admitted on November 5,
2012, with diagnoses including Dementia with
Behaviorat Disturbances, Rheumatoid Arthritis,
Diabetes Mellitus, Coronary Artery Disease,
Epilepsy (history of seizures, recent onset),
Anxiety, Gasfroesophageal Refiux Disease,
Osieoporosis, Hearing Loss, Hypertension, and
irritable Bowel Syndrome,

Medical record review of the admission minimum
data set (MDS3) dated November 11, 2012,
revealed the resident scored seven out of fifteen
on the Brief interview for Mental Status indicating
severely impaired cognition. Continued review
reveaied the resident was dependent on staff with

assist of one for eating, personal hygieng, and
bathing.

Review of the social services note dated
November 11, 2012, reveaied the resident
transferrad from an assisted living facility 1o the
long term facifity due to needing mare care.
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Review of the physician‘s order dated November
8, 2012, revealed, "...Please assist with all feeds -

pt (patient} has extremely limited movement RUE
(right upper extremity),.."

Medical record review of the initial Nutritiona} Risk
Assessment dated November 12, 2012, revealed
the resident’s admission weight was 103 pounds -
(Ibs.), and had been assessed at being "High
Risk" for nutritional decliine. Review of the 24
hout Diet Assessment dated November 5, 2012,
revealed, "...Nourishments/supplements: 10:00
a.m., lce Cream."

Medical record review of the recorded weights
from the meal intake log revealed the resident
weighed 101 Ibs. on November 20, 2012, and 85
Ibs. in December 2012, a significant weight loss
of 8 Ibs. (7.5 %) in thirty days.

Review of the meal intake log for November
2012, revealed the resident's average intake for
breakfast was 72%; lunch 54%: and dinner 66%.

Review of the resident's lab results reveaied an
Albumnin level of 3.4L (reference range: 3.5 - 5.2)
on January 7, 2013, with the physician's signature
of confirmation review on January 8, 2013.

Observation of meal service in the resident's
room on May 1, 2013, af 9:35 a.m., revealed the
resident being fed by a certified nurse assistani
(CNA). Continued observation revealed the
resident was alert, sitting upright in the bed.
Continued observation reveated the resident

willingly took small bites of food when offered by
the CNA.
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Interview on May 7, 2013, with Licensed Practical
Nurse (LPN) #7 at 8:05 a.m_, on the upper 100
hali revealed the staff assisted with feeding of all
residents who needed assistance. Continued
interview confirmed the resident's willingness and
cooperation during feeding varies, stating
sometimes the resident will eat well, and
sometimes refuses or takes small bites. "Today
for example resident woulid not take medication in
one bite, which usually does. It took thres

spoonfuis to get resident to take all the
medication..."

interview with the acting Director of Nursing
(DON) on May 6, 2013, at 9:20 a.m., at the 100
hall nurse’s station confirmed, the resident had
been assessed as high risk on admission; had
lost 8 Ibs. during the 1st month after admission;
there was no documentation the facitity assessed
the resident for the weight loss; and no
interventions were implemented to improve
nutrition and prevent further weight loss.
Continued interview with the DON confirmed the
facility's expectation would be that the resident be
placed on weekiy weights for close monitoring,
and provided nutritional stppiements.

Resident #1539 was admitted to the facility on
August 17, 2012 with diagnoses including Chronic
Coumadin (blood thinner medication) for
Congenital Heart Malfunction, Malaise, Fatigue,
Urinary Tract Infection, Dementia, Depression,
Congestive Heart Failure and Atrial Fibrillation,

Medical record review of the admission MDS
dated August 24, 2012 revealed the resident
scored 0/15 on the Brief interview for Mental
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Status (BIMS) with severe cognitive impairment;
required extensive assistance with all activities of

daily living (ADLY, and had no significant weight
loss.

F 325

Medical record review of the inifial nutrition risk
assessment dated August 21, 2012 by the
Registered Dietician revealed the resident
received 2 mechanical soft with chopped meat
diet and was totally fed by staff.

Medical record review of the guarterly MDS dated
February 18, 2013 revealed the resident had
short and long-term memeory problems and
moderately impaired decision-making skills; was
totally dependent on staif for all ADL; and had no
significant weight loss.,

Medical record review of the weight loss record
revealed the resident weighed 163.2 Ibs. (pound)
on October 28, 2012 and 141.3 Ibs. on April 23,
2013-a loss of 21.9 Ibs. (13% (percent) weight
loss in six months).

Medlical record review of nurses' notes, dietary
notes and physician's progress notes and orders
dated August 17, 2012 through April 24, 2013

revealed no weight loss inferventions had been
implemented.

Review of the facility’s supplement and
nourishment documentation revealed the resident

received no nutritional supplements or snacks o
address the weight loss,

Medical record review of dietary notes reveated
the Registered Dietician (RD) had not assessed
the resident since August 21, 2012.
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Telephone interview on April 24, 2013 at 3:15
p.m. with the contracted RD confirmed the new
RD had not assessed the resident's weight loss,
and the resident had not been placed on the

facility's list for the RD 1o assess retated to weight
loss. '

Medical record review of the weight loss recard
and interview on April 24, 2013 at 4:25 p.m. in the
training room with the acting Director of Nursing
and the acting Assistani Director of Nursing
confirmed the resident had a weight loss.
Continued interview confirmed a RD had not
assessed the resident since August 21, 2012, and
no interventions had been put in piace fo prevent
significant weight loss,

Observation on April 30, 2013, at 7:55 a.m.,
revaaled the resident siiting up in bed being fed a
chopped muffin, banana, corn flakes with whole
milk, and cranberry juice by Restorative CNA#1.

Resident #72 was admitted to the facility on
Dacember 10, 2012, with diagnoses including
Alzheimer's Disease, Encephalopathy, and

Medical record review of the Minimum Data Set
(MDS) dated December 17, 2012, revealed the
resident had severe impairment in cognitive skilts,
and required extensive assistance with one
person physical assistance for eating.

Medical record review of the MDS dated March 9,
2013, revealed the resident had severe

impairment in cognitive skills, and was totally
dependent with one person physical assistance
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F 325 Continued From page 44 F 325
for eating.

Medical record review of the Nutrition Risk
Assessment dated December 17, 2012, revealed,
"...Wt (weight) (Ib} (pounds) 157...iBW (Ideal
Body Weight)/Usual 90-110...Diet arder
Puree...Overall Risk Category: High..."

Medical record review of the appetlite/supplement
form dated December 2012/2013, reveaied the
resident weighed a 148.5 pounds in February,
2013, and weighed 138.9 pounds in March, 2013.
{6.7% weight loss in one month)

Medical record review of a Physician's Order
dated January 20, 2013, revealed *...Upgrade diat
to mechanical soft chopped meat...”

Medical record review of a Monthiy Nursi.ng
Summary dated February 5, 2013, reveaied
"...Resident is z fotal feeder {with) poor intake...”

Review of the nourishment sheet {undated)

revealed the resident received pudding at 10:00
a.m.

Review of the Resident Supplement List revealed
the resident does not receive a supplement,

Observation on April 30, 2013, at 8:10 a.m.,
revealed the resident sitting up in bed being fed
by CNA #4, a chopped muffin, scrambied engs,
whole milk, oatmeal and cranberry jice.

interview on April 24, 2013, at 2:30 p.m., in the
training room, with the acting Assistart Director of
Nursing, confirmed the resident had a weight
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F 325! Continued From page 45

loss and the Registered Dietician {RD) had not
assessed the resident since the resident's
admission in December 2012.

F 325

interview on April 30, 2013, at 9:15 a.m., in the
training room, with the acting Director of Nursing
{DON), confirmed the full time RD was terminated
on January 30, 2013, and the confracted RD's
first visit to the faciiity was on March 26, 2013,

and the contracted RD was here for 6 hours per
week,

Interview on April 30, 2013, at 3:15 p.m. with
Restorative CNA#1 and #2, in the training room,
confirmed they obfain the resident's weights, and
look at the weights from month to month. Further
| interview confirmed if there is a 5% or greater
weight loss in a month they will inform dietary.
Continued interview confirmed they would have
reported the 6.7% weight loss from February
2013 to March 2013 on Resident #72 to dietary.

interview on May 2, 2013, at 8:50 a.m., in the
fraining room, with the acting DON, confirmed the
nourishments on the nourishment sheets come
on a separate tray from dietary, and confirmed
the intake of the 10:00 a.m. pudding for the

resident had not been documented on the meal
% intake form.

interview on May 2, 2013, at 10:30 a.m., with
Certified Nursing Assistant (CNA) #5, in the hall,
confirmed the resident ate 100% of the pudding.

C/O TN 31543

F 356 | 483.30(e) POSTED NURSE STAFFING F 356
§5=C | INFORMATION

L
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The facility must post the following infarmation on
a daily basis:
o Facility name.
0 The current date.
© The total number and the actual hours worked
by the following categories of licensed and
unlicensed nursing staff directly responsible for
resident care per shift:
- Registered nurses.
- Licensed practical nurses or licensed
vocational nurses (as defined under State law).
- Certified murse aides. '
o Resident census,

The facility must post the nurse staffing data
specified above on a daily basis at the beginning
of each shift. Data must be posted as foliows:

o Clear and readabie format.

0 In a prominent place readily accessible to
residents and visitors.

The fagility must, upon oral or written request,
make nurse staffing data available to the public

for review at a cost not to exceed the community
standard.

The facility must maintain the posied daily nurse
staffing data for a minimum of 18 monihs, or as
required by State taw, whichever is greater.

This REQUIREMENT is not met as evidenced
by

Based on observation and interview the facility
failed to post accurate nurse staffing information
from Aprit 26 through April 29, 2013,

The findings included:

F 356

Brakebilt Nursing and Rehabilitation
Center supports the posting of the nursing
staffing data on a chaily basis at the
beginning of each shift.

Corrective Actign:

Nursing stafiing data has been posted
on a daily basis at the beginning of
each shift listing the current date,
total number and actual hours worked
by nursing staff positiens as required.

Identification:

No resident care issues are identified
as being adversely affected by the fack
of posting of daily nursing staff for the
period of April 26 — 29, 2013.

Measures fo be put in place and
systemic changes:

Director of

Nursing/Assistant Director of Nursing
will in- service all unit managers
and/or shift supervisors regarding the
requirement of posting direct care
nursing howrs provided on ench shift.
In-services will be conducted within
the period allowed in the 2567 or no
later tiian June 22, 2013.
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authorities; and

under sanitary conditions

by:

sanitary manner.

The findings included;

(1) Procure food from sources approved or
considered satisfactory by Federal, State or jocal

(2) Store, prepare, distribute and serve food

This REQUIREMENT s not met as evidenced

Based on observation and interview, the facility
failed 1o serve food in a sanitary manner, and
failed to maintain the dietary department in a

Observation on April 29, 2013, beginning at 12:20
p.m., of the 300 hali revealed two nursing staff
taking trays off the resident tray delivery cart and
watk down the entire iength of the hall passing

(X4 I SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION 45}
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF!X {EACH CORRECTIVE ACTICN SHOULD BE COMPLETION
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F 356 | Continued From page 47 F 356 Maonitoring of corrective actions:
Observation on April 29, 2013, at 7:35 a.m., near © Visunl observations will be ufilized to
the main entrance of the facility, revealed the confirm posting of nursing staff
nurse staffing information posted was dated . requirements each morning for the
Friday, April 26, 2013. previous day and current day posting
. ) ) . . * by the DON/ADON and/or shift
Interview with thfe acting Director of.Nursmgl supervisor. Non-compliance will be
(aDON),l at Fhe time lof the observation, conﬁrmed reported to manager in charge for
the staffing information should be updated daily, correction,
and the current posting was inaccurate and had :
not been updated or accurate for three days.
F 371 483.35(i) FOOD PROCURE, F 371
= EPARE/SERVE - .
ss=E | STORE/PREPARE/SERVE - SANITARY | é / /9 /} X
_ - L F37
The facllity must - :

Brakebill Nursing and Rehabilitation

. Center ensures that facility must procure

_ food from seurces approved or considered
- satisfactory by Federal, State or local

authorities; and should store, prepare,
distribute and serve food under sanitary

" conditions.

Corrective Action:

Dictary Trays: All food item are covered
with an approved, well-fitting lid. Desserts
were immediately covered by a saran wrap
film upon distribwtion from the dictary
department.

Plastic Bowls: Storage procedure was
immedintely changed to ensurc open end of
bowls do not come in contact with the tray.
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F 371 Continued From page 48 Fa7q] @ SHverwareand Napkins: Dietary staff
: . o . . members instructed by dietary manager, on
eqguiprment, medication carts, housekeeping carts, oo . )
. Y ' same day as discovered, on proper
and other residents, visitors and staff. Further : procedure of rollin siiverware and Lo
observation revealed the desserts on the trays ::nsurc sitverware if dry and na ‘I ins clean
were not wrapped. verwi ry phi .
Interview with Certified Nursing Assistant (CNA) . Can Opener: Opener was immediately
#3 on April 28, 2013, at 12:27 p.m., in the 300 i cleaned by dietary manager to acceptable,

Hallway, confirmed walking a resident's tray the | sanitary standards.
entire length of the hall with unwrapped desserts. '

: : Fioor mixer: Underside of the beater arm
Interview with CNA#2 on April 29, 2013, at 12:31 i was immediately cleaned by dietary
p.m., in the 300 Hallway, confirmed walking the | manager fo acceptable standards.
resident’s meal tray the entire length of the hail i
with desserts on the tray which were not i .
wrapped; “...normally the kitchen puts saran wrap i Hentification:
on them..." i

) i No idenfifiable residents could be

Observation on April 29, 201 3, at 12:40 p.m. and | determined as being affected by conditions
2:55 p.m., in the dietary department revesied, | noted.
and interview with the Dietary Manager or the
Registered Dietitian, present during the
observations, confirmed the following: :  Measures to be put in place and
1. Several trays of plastic bowls were stored on a systemic changes:
fray with the open end of the bowl in contact with
the fray. Further observation revealed the
interiors of the bowls were wet,
2. Adietary staff member was rolling silverware in
napkins that were weat and soiled.
3. The can opener in the baker's area, had a i
blade, base and slot with an accumulation of :
black sticky debris in the baker area. :
4. The floor mixer underside of the beater arm
had an accumulation of mulii-colored dried

Dietary manager immediately held an in-
service to communicate to dietary staff
results of noted inspection and initiated
corrective mensures. Cleaning schedule was
updated to include inspection and corrective
measures te be tnken.

Monitoring of corrective actions:

debris. Monitoring of corrective mensures will be
initiated by visual observations by dictary

) ' manager, shift supervisor(s), andfor lead
Fsg?g iaRa.‘?.\?lifﬂgﬁgLEJEIENR%rASSISQIEESIDENT F 373 cooli. Registered Dietician will also monitor

by sanitation inspections and report any
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Afacility may use a paid feeding assistant, as
defined in §488.301 of this chapter, if the feeding
assistant has successfully completed a
State-approved training course that meets the
requirerents of §483.160 before feeding
residents; and the use of feeding assislanis is
consistent with State law.

A feeding assistant must work under the

supervision of & registered nurse (RN) or licensed
practical nurse (LPN).

In an emergency, a feading assistant must call a

supervisory nurse for help on the resident call
system.

A facility must ensure that a feeding assistant
feeds only residents who have no complicated
feading problems.

Compilicated feeding probiems include, but are
not limited to, difficulty swallowing, recurrent lung
aspirations, and tube ar parenteral/lV feedings.

The facility must base resident selection on the
charge nurse'’s assessment and the resident's
latest assessment and plan of care.

NOTE: One of the specific features of the
regulaiory requirement for this tag is that paid
feeding assistants must complete a training
program with the following minimum content as
specified at §483.160: _

o A State-approved training course for paid
feeding assistants must include, at a minimum, 8
hours of training in the following:

FFeeding technigues.

F 373,

b

Sanitation inspection observalions wil be
reviewed as an ugenda item monthly during
monthly QA/QI meeting beginning 6/1/2013

F 373

Brakebill Nursing and Rehabilitation
Center will ensure that facility training for
feeding assistants meets State approved
requirements,

Corrective Action:

State approved feeding assistant training
has been identified and will be ordered.
Feeding assistants will receive new State
approved training as identified by Program

Manager before being allowed to assist with
feeding.

Identification:

Two feeding assistants were identified for
revised training as a feeding assistant,

Mensures to be put in place and
systemic changes:

The State approved training course as
identificd will be ordered and utilized
for current and future feeding
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F 373 | Continued From page 49 compliance observations to dictary manager.
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Assistance with feeding and hydration.
Communication and interpersonal skills.
Appropriate responses to resident behavior. -

Safety and emergency procedures, including
the Heimlich maneuver,

Infection contral.

Resident rights.

Recognizing changes in residents that are
inconsistent with their normal behavior and the
importance of reporting those changes o the
SUpervisory nurse,

A facility must maintain a record of afl individuals
used by the facility as feeding assistants, who
have successfully completed the fraining course
for paid feeding assistants.

This REQUIREMENT is not met as evidenced
by:

Based on observation, review of the facility paid
feeding assistant course curriculum, and
interview the facility failed to provide a

State-approved training program for two of two
paid feeding assistants.

The findings included:

Observation on May 5, 2013 at 12:40 p.m., on the
300 Hall, revealed a paid feeding assistant sitting
al resident #187's bedside, feeding the resident a
mechanically afiered meal.

Interview with the feeding assistant, at the time of
the observation, revealed the feeding assistant
completed feeding assistant training in the facility,
in February 2013, Continued interview revealed

program will be followed and
documented for each assistant who
participates in ¢he program, Training
will be conducted by appropriate
licensed personnel. Feeding assistants will not be
utilized wntil State approval is obtsined for
progeam and staff receives approved training.

Manitoring of corrective actions:

Compliance and passage of approved training will
be documented and reviewed by the Director of
Nursing as evidence of completion, Results will be
made a part of employee’s education and training
file fer inspection and review.
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F 373 Continued From page 51

the feeding assistants work on one of four halls at
staggered shifts for meal coverage

F 373

A copy of the training curriculum for the two paid
feeding assistants, trained in the facility, in
February 2013, was requested and reviewed.

The Program Manager (PM) for State course
credentialling was contacted by email, on May 8,
2013, at 1:52 p.m., and the PM verified the facility
did not have a State-approved paid feeding
assistant program,

Interview with the acting Director of Nursing
(aDON) and acting Assistant Director of Nursing
(2aADON) on May 8, 2013, at 1:05 p.m., at the
300 hall nursing station, confirmed the facility
employs two staff members for the sole purpose
of assisting dependent residents with meais. The
paid feeding assistants completed in-house
training in February 2013, but the curriculum was
not a S{ate-approved feeding assistant course.
The BON and ADON stated they were unaware
the curriculum was not a State-approved course,
and they verbalized understanding during the
interview, that no facility staff could assist with
resident feeding withaut having completed a
State-approved feeding course.

F 505 | 483.75())(2)(ii) PROMPTLY NOTIFY PHYSICIAN FS05| g Ladrs
$5=D | OF LAB RESULTS :

i i i - i sing and Rehabilitation
The facility must promptly notify the attending , Brakebill Nursing and Re .
hysician of the findings Center supports the requirement that a
i * physician be promptly notified of lab
results.

This REQUIREMENT is not met as evidenced
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by:

Based on medical record review and interview,
the facility failed to promptly notify the physician
of lab results for one resident (#78) of sixty-four
residents reviewed.

The findings included:

Resident #78 was admitted to the facility on June
22, 2012 with diagnoses including Dementia,
Epilepsy, Depression, Dysphagia, and Affective
Psychosis.

Medical record review revealed a physician order
dated April 1, 2013 "...CBC (complete blood
count)/B12 (vitamin B 12)/Folate/PAR
(prealbumin)/Dilantin (anti-seizure medication)

ievel/Depakote (mood stabilizer) level on
4.2.43.."

Medical record review of medication regimen
review from pharmacy revealed,

"...4-10-13...depakote and Dilantin level ordered
but not in the chart..."

Medical record review of medication regimen -
review from pharmacy revealed, "...4-30-13...stil
need Depakote and Dilaniin tevel..."

Medical record review revealed no lab results for
Dilantin or Depakote were in the chart,

Interview with the acting Director of Nursing
{(DON) on May 1, 2013, at 2:00 p.m., at the 200
Hall nurse station, confirmed ne lab resulis for
Dilantin or Depakote were present in the
resident’s chart. Confinued interview with the
DON, at that time, confirmed the lab results were

Correetive Action:

Resident # 78: No opportunity to correct
dates for Inb results for this resident, Lab
results were obtained on May 1, 2013 and

physician was notified of results at that
time.

Identification:

Upon record review by unit secretaries, 1o
resident as was identified as having outstan
lab resuits.

Measures to be put in place and systemic
changes:

Mursing Director/Assistant Director of
Nursing will in- service all unit secretarics,
unit managers and/or shift supervisors
regarding the requirement of reviewing all

nate in lab log when results are obtained.
Unit secretaries will report receipt of lab
resnlts to licensed staff member for
physician notification.

in-services will be conducted within the

i period allowed in the 2567 or no Iater than
June 22, 2013,

Monitering of corrective actions:

(X4) I SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5)
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F 505 | Continued From page 52 F 505

other
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v orders for acquisition of resident labs and to
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are camplete;
accurately documented; readily accessible: and
systematically organized.

The clinical record must contain sufficient
information to identify the resident; a record of the
resident's assessments; the plan of care and
services provided; the results of any
preadmission screening conducted by the State:
and progress notes.

This REQUIREMENT is not met as evidenced
by: _

Based on medical record review and interview,
the facility falled to maintain a complete medicat

record for one (#77) resident of sixiy-four
reviewed.

The findings included:

Resident #77 was admitted fo the facility on
March 17, 2011, with diagnoses including Adult
Faiture to Thrive, Alzheimer's Disease, Dementia,
Congestive Heart Failure, and Atrial Fibrillation.

 F514

Brakebill Nursing and Rehabilitation
Center supports the requirement that a
" facility most maintain clinical records on
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F 505 | Continued Fram page 53 F 505 Um_t managers nm.l.-*m shift superviso .
: i : notify shift supervisor of any outstanding
not obtained by the facility or reviewed by the ! . c
] 1 : ab results pending which wilt be
physician untif May 1, 2013, and confirmed a . o .
th delay in notification of physician of lab communicated to refieving supervisor for
Egﬁlts o P follow-up and physician notification. Unit
‘ secrefaries and/or unit manager will review
lab logs each shift and will notify
. N and upervisor of an
F 5141483 75()1) RES F 514 DOIT:AI:'E: elrzliLor;ftEr 24 hours u:Iess
$8=D ; RECORDS-COMPLETE/ACCURATE/ACCESSIB resufts sufi p g

tab has been flagged as a stat result.
Compliance will be reported monthty by
DON/ADON during QA/QI Meeting
beginning 6/1/2013.

(/o113

each resident in accordance with acceptabie
professional standards and practices.

Corrective Action:

Resident # 77: Laboratory services provider
contacted by unit secretary to resend lab resulis
for the dates indicated to be filed in residents
chart.

Identification:

Record review indicated no other resident records
did not contain 1aboratory studies as ordered.
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445114 B. WING
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BRAKEBILL. NURSING HOME INC.

STREET ADDRESS, CITY, STATE, 2P CODE
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{X4) ID SUMMARY STATEMENT OF DEFICIENGIES ID PROVIDER
R'S PLAN OF
PREFIX {EAGH DEF;?J%NCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE )?CT?C?NRSRESE.GDNBE GOM{P}:.SE}TION
186G REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 514 Continued From page 54 F514] Measures to be put in place and systemic

Medical record review of physician phone orders
revealed laboratory studies were ordered and
laboratory results were to be obtained on March
18, 2013, and April 15, 2013,

Interview with the Director of Nursing and the
Medical Record Director, on April 30, 2013, at
4:12 p.m., in the training room, confirmed the
medical record failed to contain the March 19,
2013, and April 15, 2013, laboratory information.

changes:

Unit secretaries and/or unit manager will
review lab logs each shift and will notify
DON/ADON and/or supervisor of any
results still pending after 24 hours unless
lab has been flagged as a stat result. Unit
secretary will assume responsibility for
filing lab results in the medical record
following physician notification by licensed
nursing staff. Procedure will be
communicated to nursing staff through an
in-service conducted by DON/ADON. In-
services will be conducted within the period
allowed in the 2567 or no later than June 22,
2013. Compliance will be reported monthly
by DON/ADON during QA/QI Meeting
beginning 6/1/2013.
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